o B DOCUMENT RESUME

ED 172 793 EEE \Y- . ¢ o * HE 011 525,
* AUTHOR - - Worg, John C., Comp. S R : .
TITLF r Hea}bh:ndnpouer'Study of 521=zcted Health Professions
. in Ccalifornia. 197¢6.
INSTITUTION California State Postsacozdary Educa“ion Commission,
. " Sacramento.
PUB DATF o 76 : } . .
NOTE A 759p.; Parts of appendix=3 may not raproduce
clearly ’ -
) N , ) ‘» -.. N .‘ - N .
EODRS PRICE . MFOu4,/PC31 Plus Postage. »
lpﬁéﬁﬁkggpng " Associate Degrees; Bachelors Degrees; Change

- *Demand @gcnupdtions; Dantists; Dcoctora ‘D2grees;
Educatio'.&sAssessment; Faderal Législation; Puturss
(of Sotiety); Geographic ‘Distribution;, Health
Education; *Health .Needs; Health Occupations; *Health
Occupatidns Educatjiorn; =*H:2alth ‘Personnel; Insurance
Programs; *Manpower Ne=ds; Manpower Utilizat'ion;
Masters Deqr=a:s; Nurses;-Optometrists;'Para@edical
Occupations; Pharmacists; Physicians; Physicians
‘Assistaats; Primary Health Care; Professional
Educqrtion; Public Health; State Legislation; *State ~
.o ‘SurvfAys; State Universiti»s; Trend Analysis
IDENTIFIERS Batient Fducation o

-~

Straté@igsx Community Collages; Degree (Titles);

[}
“

" ABSTRACT . : .
v The necd for health personnel in California and
cecommendad targets for 2xpansion of hsalth sciences programs are
presented in this raport preparsd for the California Postsecondary
Fiucation Cowmission. The report focuses an +he role oOf physician®,
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h=al+*h plofassiorns scthools in Califoraia and degqracs donferred. An
2xplanation ot the basi¢ projict m=2tholology is also included:
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T " 1. INTRODUCTION AND BACKGROUND OF sjﬂf)v o “

1. INTRODUCTION <~ . _ ‘ ) .-
It is always tempting ¥or those of us who ha e;Been given the opportu-
: I ’ b : :

“ - : ' P
~ nity to prepare a report on health ‘manpower to idealize.the situation--to
. 4 -

. make projections of a perfect health care delivery system,,picturing aJperfect

mix of. professionals ahd aukiliaries working in _an efficiently organized ser-

vice delivery envirén t. If the above assumptions were true, there is no
doubt that our need fo ealth manpower could drop drastically from the
current‘level. The fact is we do not eve me rear an efficient system,

" but inStead we«have an illogicallcombin ioh of healt orkefs who™ bave pro-'

. N

They work in_ a gamet .

~ -V N

A liferated at, different timesin an unplanned %anner.

of uncoordipiated institutions and agencies.

Cy .
-

the need for health persoﬁﬁEEff::’ouE Sta¥e the asSumptions
’ D e
of how health care service wiTl-be organized and delivered and the degree of

[y

o responsibility‘the consumer will tak i caring for himself must be'made.
. i ‘u N ’
AIthough we can'be Justifiably proud‘of the advancements we have made ° .

4 .
in health care technology, we.as a nation give little thought. to cobrdinated

\ ~ - - - r ,

health planning. SeIf imposed risks and the’ env1ronment are the principle

* .

underlying factors in each of the maJor health problems today——heart disease,

C . . .

cancer, accidents, drug abuse, and emotional illness/ 'It has often been

asserted for _example, that changes in the sociogcpnomic and cultural environ— .
Y v
-, ‘ment affecting everything from diet and housing to life style, have a far
4 R ’
greater impadt on health status than all the acut qhealth ‘health care ser—,

‘ . -

;, vices, which suggests that the nation’ svhealth p oviders should concentrate
- . d N . . . ’ ’ . - . .
/- . ' - .. : © . .
on changing health behavior by individuals. It also has become\clear in
R . ‘ . .o ‘ : . *

" recent years, that only’by preventing disease from occurring- rather than
;’ A . . N .g’ ) .. . -
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;

4

“‘with equal vigor -

9
‘

‘.’ . .. N '.‘//"'

. - L .} . . . . ' L (/\\s\q,
° ., . N } ‘,,' ) ,M{/:

fement in the dation's

treating it later cap we- hope to achieve any major imp
< , C/ : : ~

N -

Victor R. Fuchs in his book Who Shall Live, Health Economics and

\ health i <) -. ' ' T) 1 '.. .

..
— te .

; ,
Social Choice, said "In a sense medical Lare ia—t:Ehealth what schooling is

.
- s IS RN ., -

_to wisdqm: No_society can truthfdlly promise t\ make everyone wisey but

4

so;iety can make schooling freely availableﬁ Our government, c0uld if 1t

wished to, come close to assuring access to medical care 'for all persons. )
u . ~ - -

_ a
But ,no government now or in the foreseeable future can assure health to )
.. - [ - . ~ .
[ §

every:individual-" B o o o

,f. Thereé are heal&h problems that cannot be solved solely by,providing
health services “but rather must ‘be attacked by offering the California
’ - 1 K
people protection, information, and services through which they. will'them-
~ {

selves become partners with health professionals ‘in the preservation and

-+

enhancement of their vitality SO, that they wi)l live full happy, long 3nd

illness-free lives,

. -

If th¥ California government were to give as much attention §9(§}e—
S A : ) N~ ' -
ventive ca(e, the ervironment, and life style as it has to the financing of

sick care organizations( then all. .avenues to improved health would be pursued
LI _ ”

¢ R . - - \/
Organized prog;ams for improving consumer health behavior and habits
5 4 ~ e

should beafiven top priprity, moral and financial support. i .’ " ; ‘
; .. Te

- It i&.fmportant to recognize that there are. alternative patterns of .

\

delivery of healbh services andfthat they impact differently on health,

- . . J ~ .
manpower. . - . ) S
- . . »
R}

. < o -
* - This study follows the assumption,that.the current_mode of delivery

' [ ~
‘.

N . C
is essentially si k-care oriented and is likely to continue that way. With- -

v ) -

Opt substantial intergention at the state and national levels to steer it in

v,
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« T e - <.

" .° other directions, tha change away from this mode of delivery Will be slowq-“,

.
v b “

~ Undet these" assumptions, the state of California wﬂll undoubtedly .

e +

- need t0fproduce~significanb numbers of primary care physicians and perhaps -

¥»

"‘a_few allied health care personnel.  There would be little need‘for-increas-

P

Lo . . o ' * : .
, . ilng the output of environmentalists, health educators, medical_care‘admin:-

istrators, epidemiologists,‘public health nutritionists, 'and so forth except
. ’ ‘e e : \
to fill existing‘shortages, ~ L L ‘ f\\g;

Fif If the assumpiton, on the other hand was that we w0uld encOufage the

.. pattern of health care delivery to be along the lines. of large comprehen-

- - sive p;e-payment practices, e. g., Kaiser, then California w0uld need to
.u . - &' - A4
- «.produce different mixes of health care personnel - fewar physicians, more

, "nurse practitioners, and -other allied health care p%(sonnel, and certainly

a

3
additiOnal healn&’llre administrgtors, educators,Mepidemiologists,'etc.
\ 1

s / N
- If we move t he so-called socialist"model, the mix of-personnel

aand resources changes again, in ‘the direction of fgwer traditiomally trained

! . 4 J ok )
Ty, ~health trained professionals.,_ ' ", R
. N ’ ‘\ } P " +

M. D. s and increasingly larger numhens of allied health personnel a&d public

It'is-difficult to be precise‘when asked the/guestion, 'What impact
. ..\ Lt - A N A" '
7 "does prevention have,on‘sick‘care7" Answers are equally imprecise when the

Lad "~

4

‘question is, "What impact FSEstickness care have on health7"

.-, ~ . -

History- dis replete with evidence that prevention can impact health

in dramatic and, most importantly, in lasting ways. Thene is little con-
N Y B
-~ troversy remaining/that flOuridation wiIl decrease tooth deoqy by upwards.

of 607 nor that reducing cigarette consumption will lower cancer and cardio-

./ -

Avascular diSease mortality. The latiter example is extremely;important since

we hav entgred an era in which_the beha;ior patterns of the individudl are

- i

'»theamost‘important‘factor in his medfcal history. A lot more lives -

. .
[ Y P ~ ‘ A‘i‘ s *
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would be prolonged by\Lsgrning how to live with stress than by having heart

- . . §
-

transplants. - e . s \ \ . ‘ ' ‘
- ¢ Q\ . \ . ,
‘Perhaps an example will help to focus the point I am,  t¥ying to make.
) Let s take the problem of high mortality resulting from" traumatic injury
-

JAin automobile accldents. If we take the sickaearemodeland the small ‘ }"

- 14

'practice mode of deligpry, we would recommend.that we train enough emergency

lcare MiD.'s_t%\staff emergency rooms in, hospitals located .along major highk e

\

. ways. We would need to train ancillary emergency room personnel, the numbers,

0 ’ !

depending on: the number and locatiqp of the emergency TOOmS. , If we took’ the

' 8ick caré model but a Jarge emergency delivery mode we might signlficantly
. » - ’ ‘! .
" ‘reduce the number déue ergency rooms,,emergency physicians and. allied health

a
J \ . -

personnel required hy putting resourges into airlifting victims to fgyer‘?
centrally located emergency centers, much as is done in, warfare. If we togi .

a preventive model, qe\would determine ‘that speed is the prime determinant . 1
rlof the severicy of iqﬁury, reduce the speed 1imit and hire a few highway .

. lf :
patrolmen to enforce the law. N . R
Lo - o - ‘ L.
The point is simply that when trying to predict the need for health

care .personnel and’ the need for expansion of the health science programs,

_critical and sustained study needs to be given to a full expo%ition of
the assumpttens under which we are operating, and to exhaustive discussions -

of 'alterhative methods of delivering'the services that those assumptions
. / . »

dictate. A State policy to provide the” assumptions of choice for California )

" is therefore strongly urged.J

P . .. ) ) B
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2. OURASSIGNMENT e

-

.
4

The Californfa Postsecondary Education Commisaion, in cooperation with

h

and using the staff anJ abilities of, the DepartmEht of Health Manpower Unit,

- ’

and utilizing the appropriate personnel of the .University of California, will

needs for various'categories‘of'health personnel in Cdlifornia. (including

® physicians ndd—levelnedical practitioners, nurses, pharmacfbts, dentists and -+

. ’,

s~
provide the zegislature and’the Governor with a report by April 1976, on the

optometrists) and recommended targets for expansion of health sciencesl

. programs in California.- The report should provide consideration of ‘the

Al
.

[}

following o ‘ ' K',__ ' . S

1.

6.,

v . .\’ ]

7.

8.

DN

The likely impact of National Health Insurance on the need for
il -~
categories of personnel ‘ g - A

The likely migration patterns -of health personnel to and from

California, °- oot :: -

-~

'

The' needs for particular specialists within categories of personnel'

The substitutability of mid—level 4ractitioners for physicians and \
dentists L : o : ’ .-

. o . t

- : N . C

. The need for additional State- fUndedvprograms to train the personnet

required a0 ‘ - L

. . . VO
< ]1\ /] -

The appropriate location of clinical training programs to meet
public policy objectives of decentralization, to benefit - regions
in the State, to attract practitioners to -underserved areas, and

to utilize existing clinical resources,

3
The adequacy of educational opportunities for Californians in the

healnh scilences; and . S ‘

Recommended enrollment totals, taking into account need for. personnel

and educational opportunity issues. . ) h G:’a.
5
. N :
Lo _ ] :
] N
) 12

43
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o | 3. APPROACH OF THE STUDY o S

EY
-« .

A report of this acope and magnitude cduld not be’ written in six montha'

without a great deal of profeaaional advice, conaultation, and assistance from

. ‘ A .
individual experts in varioua areas of health manpower and education> Certainly\/
(I . ] »
N there was Jio. time for r_on- e-job training for anyone aaaoc#ated with this atudy.
v . . . .t .t . ‘
The atudy is deaigned to: - -;‘ e e T

-
-w‘

+ 1. Examine gome of the® important occurances in national legisf\rion th9t_

L]

potentialky may change the demand for health aervicea in California.
The aaaignment apecifically aaked for information on National Health
Insurance. We have expanded thia to, include two other issuea as. well‘
a. Natfonal Health Manpower Legislation, and o

b.‘ Profeaaional Liability Inaurance Premium Increaaea,

which may affect the future aupply of health manpower in the State.\

2:‘ Translate the potential increase in. demand for health services to the

demgnd for health manpower in five major areas (M.D.,P.D.S., etc.)‘by
. = '\\

examining the'aupply of healthimanpower from the State's educational
programa,,the'migration issues’, and~thefaubatitutability of mid-level

. practitioners.

-

3. Examine the educational opprotunity issue in regard to health sciences

) 7
educational programs and consider their adequacy.

-

v o
Five health profeaaional aasociationa were contacted to asslst in pro-

a e

viding data, information and papara for the study as well as giving the(pro-

fessional points jof view. Contact persons or small committees frpm each organ- !

ization worked c;Léily with.ua.' L o N .
N -
Educators in'each of the fields were also contacted.

-

Individual experts ‘in each of the following areas were engaged as asso-

o [y

5
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ciate consultants to assist in the examination of:

j'l. Health Policy and Legislation
2. Supply’and Demand Projections
3. 'Migration and Specialty Issues o My'; . t . .I ’

8  4.- Mid-level Substitutability.v If~'/

‘ 5. . Educational ‘Opportunities ‘. | |
These individuals gave a broader séiﬁi;to the study across_occupationalq

-lines with their input._- ' - . ' f(',-' j' ~ | .

tp further expand the involvement of persons in the study,’ 400
individuals with backgrounds in health planning, health manpower planning,

‘Health® manﬂower education, health legislation, employment of health manpower,
third-part payment health professions, and consumer interests were invited

.to attend the California Health Manpower Forum on December 5, l971f They .-

: discussed material ggnerated for the study»up to that point (2 months into
\

-,'the study) Many useful comments were heard at the Forum. 1In addition,

Lot

written cdmments vere recedved from 45 of the participanta at_a. later date.

A separate Forum report has been prepared
Finally, a stee;dng committee was established to provide advice on the
study. This committee'consisted of representatives of the State Legislature,

public and privabe-schoolsland fnstitutions, and ether state agencies con-
cerned with health sciences.' The eight members of;the'committee offered
much advicepand guidance. ‘

o

ey it

- ’ . ]
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o 4. METHODOLOGY ' .

A major-program objective of the Division of Manpower lntelligence of

the "Bureau of Health Resources Development of the National Institute of Health
- / . e Y

.during the 2%.years of its existence, was the analysis‘of current and future '/

- health manpower resources and requirements.

. An Inventbrygof Health Manpower Models and An Analysis of Health Manpower

-Models were published'as the result of thelr, effort to‘develop imptoved .

I o

tebhniques and analytical tools in’ prusu}t of the above objectives. - A detailed-

description of the 56 health manpower models was evaluated in depth The
~ > by

usefuluess of the models were evaluated in terms of applicability; generalf{;, .
e - ‘ I d ,

validity, and operational feasibility. Thes manpower models were assessed

°

'individually by the Health Manpower Study Office before final selection of the

i .

current methodology was made.

'~ One of the considerations related to the available data. . Data were sought

? . et

from national andfstate professional organizatipns, licensing boards, publica-

. ! .

tions, university administrations, and state and federal agencies. An over~

view of this effbrt revealed the following deficiencies. P

2 \
-~ 2

- 1. the same kinds of data are not collected for all health'professionsﬁ

. . . S 0 .
- 2. data collected or analyzed from year to year and even month-to month

are not'compatible because,of a lack of uniformity in format ; _ -
Y

3. ifferent dates are used by different occupations for collecting data,

4. reliability of some data 1s questionable; large discrepencies often

' . >
* V4 : . . v .

occur between two sets of data ‘received from two different agencies, ' °

<

7or even data received at two different-times from the same agency; and

5. Several needed data for utiliziﬁg\certain models were not available .
C e .
at all. . * S )

The limitation of data affects the selection of models for analysis.'

\
‘.
N\ .

.

<
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Acting-as a consultant to the Health Manpower Study Office, INTERPLAN,

~~

Inc. of Santa Barbara, developed and applied methodology'for projecting '

P .

the future supply and migration patterns for five health personnel categories.

registered nurses, optometrists, pharmacists, physicians and dentists.

) R * -

. The,results of the ‘projectivbns and analyses'based on, this methodology
‘ 1nclude base case projections for each category and analysis of the sensi—

» >

: tivity of these projections to changes in the factors influencing future "
. . L

supply: Summaries of the base case analyses and sensitivity analyses are

presented in Appendix D.- Also included are detailed descriptions of the

methodology, assumptions and data ‘used ih’the base case projections.

//Kppendix‘D also contains summary tables and copies‘of>the computer print-

. s v o . . .
outs of each of the sensitivity analyses performed with a computerized

~
-

vérsion'of the models. 'AppendinD consists of several sections that were’
wrigften as’ self-contained units to facilitate their incorporation into the
« final report For this reason, the reader will find a certain degree of

repetition in the narrative of the individual secq}ons of this report.

Projection Methodolggy Overview

The g&neral methodologicalﬁapproach used to project future supply for,
each of the manpower categorieS'considered in’ this report is to estimate’

additions to the current supply of trained'health personnel- from the .

,eXpected flow of new graduates and to estimate losges from death and re- " .,

' L]

tirements; ‘The sum of these'two'factors producé'the net increase in total.
. \ . .‘
) . . ' L. . o . . K o ~ ' \;\;M . .
: supply. o ) ‘ oD .\”*\\,
. . A3 B . ‘ :
In, applying this method, explicit allowance has been made for both
) X

out—migration of California graduates and the in-migration of graduates

,

trained outside the State, as well as for the rate of growth of output of

T | | L T 1016_[» s o




1ﬁicepc§7 a computerizedhyersipn of‘ spécific models in éachzbf the five,
. . i .

VI

‘:gradgAteﬂ.both in the State and outside the State.; In applying these Eoti-

. ,.-_ - .8

-

.categories of health personnel and projections wére made recnrsively for

. ~
8 - ‘s > v A

‘each year from 1975 to l990 The model used for each of the categories

'U,i escribed in detAil in Appendix D4

A

‘vsié;rgtions c7/f‘r}emanda need: or mantw. One exception is the base case .

analyjés{

. 18 the care individuals both desire and are

oo, -

. b > .
é, The result}ng}shpply projections are made independene of any con- &
B v > .

~

.

dentﬂst projection which was, modified for demand. considerations ag described

v

de

.namely, as. one of a‘series of parallel aﬁalytical efforts. For organiza-
. N ’
tional purposes, its was‘considered necessary "and analytically feasible

to consider supply and requirements independently.
Although it is possible t%\raise a number of valid considerations to

support the position that the supply of manpower is largely unaffected by

!

_demand éonsiderations in the short- term (i. e.,fthat supply is inelastic

» . .
in the short—run;%however defined), the analysis of "supply independent of

1 .

demand was carried out mainly for administrative-convenience. Only minor
. . _ 9
attention is givtn to major aspects of the influences of demand on,supply

Other factors which may have a profound affect on future supply +1f they
Nt } i / .
occur to a significant degree, such as changes in productivity, organiza—
vtioggl &hanges, (e.g. Health Maintenance Organizations), new developments:
¢ -, ° -

in health insurance, licensire review, and‘absk delegation, to name but

a few, are not.specffically addressed, except thréugh the sensitivity

*The distinction betweep the need for medical services and demand is well’
recognized. Broadly speaking, ''need" refers to medical services that
professional experts have identified as necessary for good héﬁlth" 'wants"
are those medical services that lay individ 7als desire, and, '"demand" "
willing and able to pay, for.

v : . . .-

@

11 .
17

.below. Thus the reSuﬁts must be viewed in ‘the context of their preparation;

(

" orp

/.

)

ri :;



A,

'.manpowectdh the’supply and needxior otherxprofessional services or the hf

'are.intended to give a«referenc

- Ce ". oL . l -

FurtherJ the mettgﬁology used -does not cansider the impact of any one

vay

b .

manpower category on the supply of other related health personnel projec— -

tions, such as- the pos ble effect of: a'1Arge increase in allied hgalth
, L

*

Q

: : ) "
"impact of'ghe projected %Fmber of trained professionals on future entry, Sk

iy > <
'mf’ration or ac!ivity patterns (except as implied in the’ sensitivity\
ahalyseqe 3} " e ' o .’ " N S . ’. .

, Mig‘ation and pé?sible changes~in migration patterns are, 'of course, *

AR

X ”~

oﬁ/particular interest.\ Qualitativé)assessments ofﬁthe impacts of Key

economic, sociological and policy;relagsd factprs playlan important;role
invany comprghensiVe analySes.of health manpower supply.~oHOWever; the >
projections in khis report are largely quantitative baseling projeotions .
predicated on the continuance %g/gbserved hﬁstoric patterns. The resultsjk:2'~

point for’policy analysis_and decision-

. ro ’

L, - -

! .
. .

 making,“and represent a point of departure rather thaY'utlimate statements
e M v b ! ’

on future‘health'manpower"supply in California., . . u;
‘Data and Assumptions N o
.' < .

Relative to the magnitude of the problem being addressed; the analysis

L
for this'report Qas‘conducted in a very‘short time period of about six

S y ' . . ~

.. months with limite? resources;' As a'result, it was necessary to use only

.

] A /
‘data readily available without embarking on any major effort’ to. collect

additional data br even refine the existing data set to any. great extent.

[N

As a-result, there are<several cases where simplifying assumptions needed

¢

to be madei ‘As an example, it was dssumed in the base case projection.

’) u
for pharmacists that all California graduates took up practice in CalLfornia.
5y :
An attempt.was-made to explore and clarify the uncenmainty implications of



n Iy ‘ N
e - .o ‘Y
- . -
RN ‘ N
S A ‘
. 03
, ‘ l‘ e - .
? : vf{. 1 Vs
- ;
. .

e these/simplifying assumptions with the sensitivity analysis. ‘However, R

. ‘ . ‘K

hilities, gaps or other limitations in the data hv?ilable._ However, the\si'

- . "*’
Cit will be eléar to the caréful reader that there are many important g
' areas requi g further research. - o -“\" SRR e
< . %\ d\ A v - . - L . 'b ’ /'I ‘..'
s Mhny of the simplifying assumptions were necessitatéd by incompati—-}

¢ methodology_provides a well defined framework for specifying many df the '

©

~ jv.' key data elements of a data set needed for the future develbpment of a

R

comprehensive health manpower planning_and evaluation methodblogy.

N

.. ) . . . .4
, . X 4 . . . .

L~ .

¥,
)
o~
~
%
"

v

@

¢ - - -
— - ' L
o | =
e i ’ ' ' .
o ~ ‘ - ’
. R - r
- . ° v
, = _ P
i ' o : '
.
- - = L
¢
. W
_— . - .. .
. v (i
, : ; -7 £2 [
~ - ) e
M 4l
7 . : : —
» - .
. ~ ( - !
’
1y :
. k4 : [N
A n
~ 13 ,
- 1
. N
i, 4. i
o - . LY -
-




v . . ' S S e

. 4’

A S l“ ‘SUMMARIES AND RECOMMENDATIONS |
L s‘mﬁmmms PO
TSR I a \ & A - ‘ '7;‘.

SRR o THE TMPACT' §F FEDERAL HEALTH MANPOWER LEGISLATION o

~ e ' ‘ . —

' In attempting to determine the impact of-pending [ederal health maanWer

,___..,_/-—-"-' - . . -
legislation on the state;pf California, it must be kept in mind that the Iaw,

" > .

.

N which is finally enacted,wiII‘not become effective until 1977, at the earliestt

O - ey A . . PR K v
<

The length of time required go implement ixs qandates will vagy according to

&
i the specific provieié?s ghus possibly’delaying their full impact until the
. L

1980 s.. The impact of those provisions which focus on medicfi students newly_

N

.enrolled after enactment ot the legislation will be even furtbér delayed by

e*length of the phys?cian training process.

v
’ N
effect-on the-medical schools. It seems clear that capita ion funds will
1. ‘ -
continue to be ‘available: to medical schools,.but the" amount per student could

Decisions on capitation payments are likely to have She most immEdiate

- -~y

be' reduced and the requirements for receiving the payments will address very
‘\
different issues than iJ‘the past. 1In order to receive capitation payments*

under the new legislation, medical pchools will be required to shift their

focug from increasing enrollments to ac?ions which seek to alleviate problems h

.

‘g geographic and specialty maldistribution.

- . =

A reduction in the amount -of capitation payments will have a more profound

'impact on private medical sd;bols in California which cannot rely on State
. J
fugding. Both State‘and private institutio s may feel compelled to compen—

sate for a reduction in capitation payments by increasing tuition. Being part

=

of the State—supported educational system, the public medical ‘schools in
W I3

Caliﬁornia will be able t absorb a greater reduction in capithtion payments -

than theirvprivate counterparts in the State before having resort to

1
I 4
.

tuition increases.

15




"health professionals does not guarant
. 4 -

- the nation now has an adequate or even excessive supply of physiciang and that

] : c,oe . .
Y ) M * - N ¥ @' 2t ’ .. : ’
8, b L s . - PR PR
<Y L - T bt
ST 3 C . ’ v . .;,"‘ r .9 - )
The various bills cu ently befole the Congreas differ in the extEnt.to' .
» N e <"’

s

- which they use capitation payments to achieve federal objectives\ There #re

1

some proposed stipulations-—such as t requlrement that each student agree to

provide*service in an underserved area in order for the sch ol to receive

'\

o N
capication.funds-—which the medical schools In C‘foonnia ma find unpalatable.

If such requirements were enacted into law, the medical schools in California

'ht refuse to comply and thus sacrifice all capitation funding.f In'this, -
instance, it is/reasonable to assume that all schools, public and priqate, T
R
£
wouﬁ?‘he forced to lncrease tuition. It is likely that those provisions pet—
V. !

ceived _to be the most severe or an encroachment on \\school 8 academic freedom

will not appear in_the legislation&which>emerges from Congress, but it is still‘

. Rals L. \
- A . . . .

too anIYF:P predict the oufcome, L v - o N -
g ‘ .

' The emphasis on enrollment . dncreases which existed in federaL hEalth

manpower legislation since 1968 and was encouraged throhgh capitation payments
: &y \
in the 197l legislation, has béen greatly diminished in the cu:;\ntly pending

bills. The Congress has ‘come to’ reco ndze that increasing the supply of °
' > ’ . T
 improvemegnt in their distribution,

" either geographically or,byfspecialty. Many have reached-the conclusion that

~ Y

-

~all efforts should be concentrated on redistributionrto improve the availability

& o ' - - :
of their services. Ny L ' .

With respect to enrollment increases, alternative requirements in ‘the

current bills range from maintenance of enrollment!to only modest increases.

In the short term, neither provision will have a sign ficant impact on Califor--

.

nia. A problem could arise’ in the future, however, as a result of California's

, reliance on physician migration from other states for a subgtantial portion

.
-

21 IR
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f:;>oi its physicians. 1f states whichiﬁﬁgszeen\losing‘their'medical school

) S -:

graduates to other- sﬁates, such as to’ California, develop new netwdrks of "

’
-/’ v L

v

Q-educational programs focused on retaining their graduates, ‘the numb;f-of

Bi physicians migrating to California in the future may;&iminish % -
‘. - 1—' . .- , [
It is reasonable to assume that no matter'which bill is en?cted it will
.’-
fncorporate a requirement tbat\at least 507 of a school s’ affiliated resfﬂencyf
> -~ -

positions be in the prfmary care specialtiés oﬁ.internal ﬂmdfcine general

and family’ practice, pediatrics and perhaps obsfetrics and gynqcology.J The

provision is lik\iy to allow three years in which to phase in the full number
b _

,A'of primary care p#sitions.' The proportion of all residency positions in the

United States represented by internal medicine, general and family practice
"' . *

‘ ahd pediatrics in l973 was 38%. " ‘The state of California had only a slightly

higher proportion of . its residents in the primary care. specialties; thus

3 ‘ .
— requiring roughly a_b6 to 107 increase in the number of f1rst—year primary TN
. . . \
care’ residency positions by 1980 to meet the legislative mandate. -\ 0

o

‘i A major impact.of this provision on all schools Will be the ‘need to eipand
their ambulatotry training capacity to accommodate the inc¢reased numbers of

T . . - - ) :
: prim%iy care_residents. Suchvexpansion.can'take a variety of forms in addition

’

to increasing currently existing capacitw within teaching inStitutions. In

California this might encopurage decentralization to those ar%as where :

o
A “ .

faCilities exist,which have the capacity to participate in graduate. training
-~ | ’ . " . ' . LI L
programs. For those teaching-hospitals which are lgfated in inner city neigh-
. . . - . #

borhoods, the possibility of expanding ambulatory raining capacity through

neighborhood clinics could improve the availability of setvices to inner city

’
populations while at the same time meeting the ambulatory training needs of
. I ’
the teaching prpgrams. Moreover, such-a program of training and~service would

v 22
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respond to’ legislative mandatee for impnovingﬁaccess to qare for querserved o
. . '\ . ' o = -
populations} ' - : - _— ' . -

- -

The ultimate imP§$t'of‘the various fedefal health manpower poliéies' o

. .currently being prqposed'in,Congreii/ffZ?hﬁf/Be felt for a decade on the state -
\ v w
. level, The federal government can mandate and provide financial support——two

. vital components in policy development and implementation——but the style of -

“

“ . .Q /

'>-, the programs will depend heavily on how policies are interpreted and implemented )

- - '

at the stateglevel It is: therefore necessary for the state of California

) :
to ‘be‘aware of federal»policies which’will affect the supply{ distribution'and

Jpractice'patterns of its health professionalsVand to be active in translating

feéderal policy into action within the state_ contextu

) . 8
J o -

As of March l7 1976, the Senate Subqpmmittee had postponed its scheduled

mark—up of the Health Manpower Act untdl 'March 22. The Subcommittee originally

t

planned to work from the House-passed version of the,legislation, HR 5546.

jT-he delay-was said to be due to a general Congressional slowdown following

- 14
the death of the House 8 most senior member, Representative Wright Patman

+ ’ ¢
t

(D~Texas), according to a Subcommittee staffer.

A I
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;"i. THE EFFEGT OF. PROFESSIONAL LIABILITY PREMIUM RATE INCREASES ON. PATTERNS
' . OF PHYSICIAN PRACTICE IN CALIEERNIA

- . . L3 ’; ,- . . ' -
~ ¢ Appro ch - , _ . o .t

This Administrative Report briefly summarizes the preliminary results

-

of\hork done by Rand during the past ‘three months for the California Post-

'c secondary Education Commission on the effects ofbprofession liability

. pmemium rate increases on patterns of physiﬁian practice in California. :_’f

. o Cur.resea}ch has inclgded the;following tasks:" .:; - : *;,' g
o --Review of recent literature onfmgdical malpracticeycincluding \ .f;

. . \ -
LN - . . N

‘federal and state-reports,and_hearings as well as_periodical:

v

literature. ‘ T L e

*--A létter and telephone survey of medical “and specialty societies
in California, concentrating:primarily'on.northern California, to
'determine the effects of malpractice increases; As of this writing
N Al (“ .
some response has been received: fron‘.lmost all northern California

medical societies.

.

--Analysis of sample surveys of physician practice patter. conducted

by (1) the Office of the State Auditor General (referred to here-. .

v
'

_after as Auditor General's Survey) during August;‘(Z)’the
California ﬁeddcal Association”in December (to be published and
.- ‘referred tf:iereafter as CMA Survey)k.(3) the ‘Department 'of Health,

and *(4) Johnson and Higgfns insurance brokers. =~ - - ’

’ I3

--Compilation and preliminary analysis of data from insur&nce brokers ‘

b '

e OO changes in premium class by physicians which would tend o re-
. - '

flect changes in practice patterns.

e-Compilation and analysis of .data from the Board of'Medica% Quality

> . “Assurance on licensed'physicians,in Californla; : . -

Y '




. 3 . > . . - o
- . . * b N B v - .
. . . .

4 --Compilation ‘and anaiysis of data on trends in hospital occupancy

o . )

before, during and after the physician slowdown in the San Francisco

-

- - Bay area.

v --Compilatiok and preliminary analysis qf data provided by the State
Health Department and Medi-Cal fiscal intermediaries on physician

’
provider participation,and on trends in ‘uge of. physician services.

I L]

[4

— --Breliminary analysis of data compiled by the Health.Manpower

.* R

Development ‘section of the Health department on practice.choice of

Family Practice residents. ‘ \"
! ) A

'--Compilation and preliminary analysis of data on malpractice premium

v

rates and suggested rates in various states. N

Limitations o ’ . ‘ ,
Zdimitations _ -

This report presents preliminary findings and tentative conclusions

which will be subjected to. further analysis, refinembnts and revision. 1t

- L3N
N

has the’ following limitations: B R -

l.’ Rate changes have Qccurred only recently and ft 1s too early to

get a comprehensive statewide picture of their effects.‘.

.

2._ Much of the information we have gathered is from surveys of

-

physicians, medical societies and specialty groups taken during aftime of

Y]

controversy and _may,’ to some extent, reerct the emotionalism of the moment

~
1 o

and only temporary attitudes and practice changes. .

-

-

3. Certain changes in. physician behavior may be 1.rarent'onlylafter‘

3

"more time has elapsed (e.g., changes in practice location choice) D

N

- . <. "
£y

4 Data concerning the effects. of these changes is only now: becoming
. - _'\ © \‘
available and is fragmentary. '

\ [N

L) -'0.,1 M ..
’ N \. ’ : ’ JT‘.’ v P o
5. We have not completed our analysig of data'onlyirecently,made :
.available. == = e ’ RS o I
. 1 : . . . .. . .
P ‘oa ~

}o.



To surmount some of these limitations we" have focused attention on

-

- exapining effects of rate increases in northe;n California where ‘rate

¢ . - ’ .

increases occurq.ﬂ first. We have also tended to regard‘survey responses

’ o

vof physicians in some instances as.a likely upper—bound indicator of s

their actiods: Thus, we present earlx evidence.of changes which must be

A A T

monitored and viewed more comprehensively before more mature cdnclusions

N Y. N .

about the full statewide impact oi malpractice rate changes can be, known
& . i . ,
. V . ;. " ’/ o Y ’ 'v A ._ ..' R i \u " ;

Conclusions : . Do 4' o . o T T 7 R

>
P

/

,Our preliminary:analySis, based upon'statewide surveys focused primari--,

ly ‘on northern California data, suggests that major 1nctéases'1n mdlpractice
\- - L. . » . .. . i , 'l )
rates have: > o . - .

-

‘1. not yet caused a major ‘movement of physicians out of California; -
2. not yet caused reductions in the annual number of new physicians

licensed_to.practice in the State; P -‘!

4 -
- N . . [

N N . . " - ‘. . .
. 3. not yet caused reduttions in the-pumber of out-of-state licensees;

T, ’

4. . not yet cau§ed an ‘increase in the number of endorsements by

. California physicians to practice elsewhere, . Ce ; 5¥.

- o

5. not yet resulted in encouraging graduating California family
- practice residemts to leave California and set up practice elsewhere,,

6. not significantly reduced physician willingness to utilize
physicians assistants, . .’ T ”( : : 3
o ' e i R
' 7. -not yet resulted in significantly reducing thd’number of physih

s

scian providers sarving Medi—C&l-patients up through ‘November - 1975

.8. ‘not resulted in significantly reducing the - availability of

LN A

physician care to Medi Cal patients in San Francisco and; the East. Bay

»

after the May physician slowdown, ' v "

9. apparently not resulted in discriminatory treatment by Bay Area
Y o4 .

LI N . : . . [ ®
. ~ . i . .




! \_) . . i
phyﬁiciana_of Medi-Cal‘patienta needing hospital. cape duiing the May

physicians' slowdown; . o ’ .

‘e

10. probably encouraged premature retirement of a few, but not an over-

whelmingly large number of older thysicians -~ many of whom may have been

-

practicing part time;' . . . ’

11. probably significantly affected the specﬁrum of services provided, i
o , - .

particuiarly by ‘family préctitioners, many of whom indicate they have

~reduced surgem obstetrics and by other specialists 'who appear to

*

have redyced surgery; )

. ‘2. caused frustration among family practice residents who are discouraged

frbm'performing obstetrics and other-procedures for which they received

-

residency training; .. \ - . i
) :

13. . probably reducéd the ‘availability of care in certain rural -areas,

particularly oBstetgic care and serviees to-yedi-Cal pgt#ents;

14, rééulted in incrgased expreQé}on by physiéians_9{_cbeix~uanIIIEE;;;;r’/#

E? accept Eggjgedi—Cal patieh —ann'?€§6§2§/;;~;;31;;f éocieties.and 7

pubii%;a?fiéials Ehég.few ﬁhysicians in‘;aﬁy nbrthérn California areas are

écaepﬁi;g.ﬂsdi—Cél pgtlents without referr;is.
, , .

" 15, pbtentially iﬁproved quality of care to the extent.that unnecessary .

! Y
N (I

surgéry 1s reduced and less technically cdmpetgﬁt physicians’ are discouraggd‘

from performing surgical procedures in‘poor facilities;
U : ’ ' :

16. lresulted-in increased costé of service ranging from 10 to 30 perceﬁt

' for.office visitsg to priﬁgry care physicians ana-mére for surgery and
speclalty care. ‘Mo;t physicianqﬁgppée% to be passing all;or part of their

. inc;eaaéd §remium ;osts on’to private patients; ?U_

J,l?. ?encouéaged a small but signifiéanf number off physiéianSvto préétice

¢

without insurancé'(probably between 5 and 10 peréent); o
. c » . : .

v o ;3;. ' . -.

- 22




18.,fprobab1y in metropolitan areas stimulated a transfer of certain ~ - v
patients from family physicians to surgeons and obstetricians; bl L.

19. caused many physiciahs who have not made changes in their practice to

consiher going so if rates continue to climb;. ' S T N
20. probably, to.a‘minor degree, helped Increase ihe;attractiveness of

‘cloged -practiée settings although'salaryIincreases were probably a more

-

important incentive to those.moviné to military'service than .the dis-

ificentive-of higher prehiums,
In sum,. available evidence suggests that malpfactice rate increases
have not yet caused significa;t reduction in'California physician sup/}’)/,/'//”

e T

_but appear to have spurred chaq..s in pracEiEE/ga;;erns’ﬁi'h potentially

important effects on the iiabeIE}j’cost and quality of” care, parti— '
. . Y -
i n'non—metrqpoliCan areas. These effects should be carefully ‘

monitored so tﬁat their impact statewide and in'particular areas df California

-cah.be'apprbpriately‘aSSGQSed by -policymakers.

~vy
(SO
w




3. THE IMPACT OF NATIONAL HEALTH IJSURANCE ON'
© . HEALTH MANPOWER IN CALIFOJTA - }
« . . L K o ’ 5 - L .

. . . i
st -

No major new Federal financing program for medical care services is
likely to be fully implemented within the next five years. Congressional,
' [ ] ..1. .
interest has waned since the Kennedy-Mills proposal came close to passing in

l974 New members of the relevant committees are still developing a basic

i e .

o

grasp of the issues and-optibns.r The budgetary situation is unfavorable with

respect to both general fund financing and the use of the Social Security

Payroll tax. President Ford.has responded to the potential of continued
4l’srge budget deficits with a fiscal-policy whose e;pendicure level does~not

allow fqr-new programs of the magnitudelof National Héalth Insurance. o
;- Oqce.National Health lnsuraﬂce is looked;at‘seriously again, the\?ongress

&

will.require'two-sessions to completa'hearings, prepare legislation, andito

»

. enac mpramise-plan. Two to three years will then be required

to develop the administrative machinery to'carry.out the legislationﬁ There

e
is plenty of time for the State legiélature to formulate a well planned health

-

- manpower poliecy in response to National Health Insurance.'
Many basic issues must'be faced in definfng National Health'Insurance

proposals. There are four of those. issues which will be of particular impor—

. . tance to the determination of ~manpower policies. They are (l) the service to

be covered (2) the extent to which patients share in costs;;(3)‘who is eligi;

| ble to be paid. for provi&ing medical care services and the mechanisms by which‘
i roviders are reimbursed for services provided; and (4)-controlshover aggregate
expenditures. | /.

t

We haved divided the potential forms of National Health Insurance into

]

g

. .. .
three classes.» Those are§insurance against catastrophic medic%l expense,
'. ’ v 2 ' . . ", . .

tered through private insurance carriers(with extensive

moderate programs admin

.. . .."' ; . 29 :v . .




'tertiary care where the supply of resourdés\ithhe State is adequate. However,

fjected professional manpover to meet those demands.

.

P “ ¢ : .
. . . N ok

£ S

use of co-payment deductibl:\phrvisions, and extensive federally financed \\\_

programs vhich eliminate co-insurance for most services. A catastropHic plan

would not effect the: demand for medical care services enough 'to require a '

b_response from state health manpower'policy. The impact w0uld mainly be on ;

4

the impact of the" other two programs depends' _the responsiveness'of real ’ )
T . . . : Y X ' \
consumer demands to.changes in fimance and.on the ¢3pacity;of currently pro-

[ o
v «
4

\. N -

rojecting demand for physician services under alternative ‘National Health

=N

- Insur ce schemes requires determination of how utiIization will be altered by

N

-

Py Fl
cutrently active consumers and increased for underutilizers of.; services. Among
. N ’ ;\ . I'A\

the most important facigrs influencing the change in demand fd@ﬂﬁbygicians,

r—’:', e

- . ’

services are: . " oo : % ;1 if
> « - i % A
-—the proportion of _the population covered by inSurance and government
! \~ ~ ' . :‘ \" \\ L\ .
-programs; . oy _1 D ‘. ot '

\
~ . -

" -=the scope of services covéred by> insurance and government progtams,,

‘ N A
——the eﬁient to which co insunance and deductibles are utilized ‘to
. ,,..\'.,. 4 , L . ‘ 3

%

constrain demand" o L 1 T
C v ’ Y ' ~Lw'~\
——the response of consumers to Ghe oh?ngé in price fdr.a given health
\ i ?w, . . ,
e &,i\ N " :

care service. o N

‘\ ..
AlthOugh a slightly smaller p;oportiqn of Californians under age 65 were
- . \

: c6vered by private health insurance in l97?‘than persons in the United States .

\ & .
as a whole, the Medicaid program in Californie was wider coverage and greater
benefits than programs 1in mosteother states. iherefore, the impact on demand

in California s likely to be less ‘than that\for the entire nation. The

greatest room- for expansion in demand exists for the coverage of ambulatory

LY

T sician care and specialized medical services such as.dental care, prescription

R # % to ’ ¢ . £
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T . . S

. dr:gs, optometric aervices, and mental health services. There is considrable
. . . <L _ S ‘ .

disaéreement among analysts with respect to, the'extent'users of health will ,

desire to increase their utilization when faced with reduction in the out—of—
pocket payments they must make for that use. . T '. ’
| g : ¢
Althouéh we cannot currently project wi;h.certainty thetmagnitude bf
. change in demand ior services under National;Health Insurance,.ithis certain

a program.will further increase’demand foriservices; Whether this

in demanbmust be translated into a need for additional physicians ‘

depends in part on the size of the already projected supply and in part on the'

- X 4

ability of physicians and other health care personnal to.expand services. - The

enrollments since 1970 has led to a DHEW

L

nationwide_increase'in medical scho

projection of an 84% increase i

between 1975 and 1990. Under the assumption'that California would maintain

_>its present proportion of the;national physician supply, its physician to

the number of physicians in. the United States

.

population tatio-would:1ncreaée'from 194 in 1970 to 250 in 1990. .In addition <;

e , -

to the increase in numbérs, there is evidence that physicians.'in California
. A - B

could expand. the number of office visits they average each week.

. , : Lo S %
+S1x categories of assumptions are required in order to estimate the .

number of physicians needed to meet the utilization patterns-expected in

the future. They are: - o
,ﬂ . ’ \ - . .
1. The total population and its age distribution.

:2. The current utilization of physician services (expressed in terms

1

‘

of office visits),'in-the aggregate and by specialty.
3. The change in demand for physician services that would be brought .
about by National Health Insurance.

»

specialties . : I »,‘ .

S ) “31
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4;_ The number of physicians in the future and their distribution among N\



5. The annusl number of patient visits'by epecialty. : il : ' .
6. The .role of nurse practitioners and physicians' assistants'in
. , N

meeting the expanded demand for services.

e
<

A series of specific assumptions within those six broad categories

‘provided the basis for prqjections of the impact of National Health Insurance

. on the need for primary care physicians.. Had we used a different set of - .

s

assumptions the results might have.heen far different. , impyrtant to v
R U PO ; . S\ o

-~

respect to the potential impact of Nat,ional&alth Insurance.

1. Anmoderate leveliexpansion of Federal financing, which would pri-

-

,/ .dmarily impact on the’ demand for ambulatory care, is not likely to
- . ' . ’ ' . '4 »
require manpower .for most regions of- the State beyond that which‘is «

likely to he available. Substantial’ increases in physician manpowet
[ s .
are a1ready projected over the. next ten years and there is evidence -

that'many physicians in Galifornia currently have relatively low o
1 L -y .

numbers of patient visits' each week compared to the national average.

'.:, It mist be.noted'that the difficulties which already exist in

some areas of the State with respect to the lack of enough primary .

.

. care'physicians”are likely to be increased with thevpassage of even

a moderate'National Health'Insurance plan. However, the likely
<

expansion of the National Health Service Corps might provide physi-

S

cians dnd other health care personnel. for a limited number of rural arqas.

2.. It is evident that NHI will aggravate the already existing need

. A}

for a relative’ increase-in thas’e physicians who provide primary care
» DU | - s 7 | | .
-to adults.” We are not_convinced that the apparent tightness in the
; . P N o
. ~. - ) !
capacity of those physicians to provide services relative to the demand

o~ . -, o . . o : '
O | ? /
. 7. R A - .

QO
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¢ . v

' should lead to an'expansion in the total number of physicians. Rather,

~ L]

g " we feel -that ﬁAmaJor shift in the content. and focus of graduate trcnn- -
"zng, combzned wzth the zncreased -use of aZZ ZeveZs o;Lgther health
care’ personnel szely will be adequate to meet the adetzonaZ de-

swed utzlzzatwn. Particularly important, at this' time, is the need

o

to expand and'strengthen family practica training programs, to provide

~

internis;s“anq pediatricians in training with ‘more experience in pYi-

)

mary care, and to improve-the coordination of nurse practitioner and

-

-

primary‘care physician training.
) : - b3
3. In generaly it would seem that the pact on demand would be some-

-

e ‘ @ ' N .
what less in California than in the rest of the United States.  This"

would particularly be true with a plan such as Long-Ribicoff which

<

emphasizes catastrophic coverage with large deductibles and an

R -

- improved Medical Assistance program for low income families. The

L Health Security Act pays_a great deal of attention to the equalization

4

- of expenditure among geographical‘areas~over-time through @llocations )

of the National Health Budget. Certainly, a large proportion;of the

« : : N

increased expenditures'induced'by the plan would be allocated to those. St

) . N . N . - - . . -
.areas with relative shortages in resource supply and with low current .

levels of expenditures. -

¢ ' ' '
< . As' noted above, National Health Insurance would likely reduce the
. D N . ) et N
# inequality in purchasing power among the various states. Providers

would face a’considerablyidifferent‘market for their services. . There

«

: : A _ o ' '
. - 18 evidence that, in the:past, physicians have lotated where there is .
highupensonal income~per capita which could be assoclated with a-

" greater demand for nedical-Carefservices. California has been one
: ‘ o ) C e _ o
of the beneficiaries of those behavior patte¥ns. Some of its advantage

[ . t

\ o | - '2833"1

‘.
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1 b .
in attracting medical care personnel may be reduced when a comprehensive

National Health Insurance plan is-implemented. o ‘

4. There is tremendous.uncprtainty in the projection of future health
.-manpower'requirements.. To_a-great extent 'this is due‘to inadequacies

in.the data.lﬂInformation on the number;\bf physicians, their specialty

focus and actual practite, fand on the residency training programs is

i,
controlled by the medical profession. We believe it ii;imperative

that the Federal government and State’ governments ga her the infor- v

-~

for the future. ‘
: ! : ) . ' N /
At'the same time, we.must face the fact that the best of data

>
\Tll not provide precise answers to the relevant questions.. Measur—

‘

'

mentQis\difficult .behavier patterhs are hard to measure, “.and’ the

future does not - ‘exactly replicate the §§esent or the past. $herefore,
- ~ )

mechanisms must be deVeloped to monitor the status,of the system on

o

8
-

a continuing basis to facilitiate a more rational response to short-
, ’ o :
ages or excesses as they become apparent. ' ‘ ' ’

®

, 5. Finally, we want to’ emphasize that there are, social‘costs involved
C s . .
with eitﬂbr an oversupply or undersupply of physicians. To the extent
that physicians control the use of their services, the potential )

. for - the excessive ‘use and dependence on medical care exists. Faced _

‘with the uncertainty mentioned before, the state government,must

lance the potential for error on both-sides.

<o -



T 2 MEDICINE o )

s

As of Octoﬁbr-l975 there were 107 U. S medical school pproved to
.award the ‘Medical Degtee. There. were 54-074 medical students enrolled in the,

ll4 medical schools in the United States in 1974~ 75 ' The first-year class

N

,numbered 14 963 which is an increase of 5. ZZ over the previous year. Nation—

'ally, there has been a 692 increase in the first year medical school enroll—
‘A

ment and a 72% increase in the number of M D.'s awarded in the United States

‘din the past ten years.
In California we presently have eight accredited medical schools (five

¢ .

public and three private) In-addition,‘there is the GCharles R. Drew Post-

¢ X

graduate Medical School'offering only residency training and continuing

education programs for, physicians.: ’~k o L 'ﬂ/ .
: . 4 S ) » , .
In 1972, the Berkeley campus of the University of California initiated a

new ogram in medical education'to be operated jointly with the School of

_Medicine at San Franciscp with. a strong emphasis on primary care and utiliza—
. .
tion of oommunity resources. In l974, the Riverside campus of the UniVersfty
/
of California, in conjunction with' the University ‘of California at Los Angeles,

developed a new biomedical science program which will begin to enroll 24
students by 1977 at the medical school campus in Los Angeles.'
Planning has also been initiated betweEn the UCSF Medical School and the

Fresno Veterans Administration Hospital for a new medical education component

'-‘in the northern San Joaquin Valley with a planned enrollment of 6 third-

~
¢

}-year students and . 94 interns and residents_in l976
Total California M. D degrees awarded went from 463 in l965 - 1966 to
’ 899 in 1974 - 1975 which is an increase of 92% contrasted with a72%

* Y

' increase nationally. In the same period, the California population growth

Ve

averaged only a little l;ss than- 22 per year. Despite this rapid growth,

30



zalater chapter.

' San Francisc

i

California in 1975 contributed only 5.9% of-the total M.D. graduates inpthe

’

. nation.

Only 28.6% of the 1975 active non+federal7physicians in California receiv-

wr

ed their'eduEations in California. Sixty'and sixétenths percent of the Calif-:

-

ornia physicians graduated from medical schools in other states and approxi—

e mately 10.9% were trained in foreign medical schools, 56.5% of all California

graduates attended'private medical schools in the State. Of the 1975 graduates,<

67.2% chose to remain in California,'and 54 27 of the graduates are currently

"

interning in the State.

¢

California may not beiablevto continue to depend on in—migration from

i

"ather states, however. Many states have become conscious of their loss of

Cw
highly trained'manpower.to our state and are seeking ways throUgh incentive

: programs, mandatory service legislation and other strategies to retain

graduates within their own medical underserved areas. A review of the fac-

I

‘tors whioh may change migration patterns of physicians is presénted in a

<

. The maldistribution of'physicians is significant in urban counties. San -

. Francisco County ‘with 3 2% of the State population has 8% Qf the total physi-

clan population, Los Angeles has 32 7% of the. State population with 35% of the

\
physicians. Somg of the rural counties, however have a ‘much lower ‘ration of

- physicians/lOO 000 civilian population.

.

.-

Although the state of California has a highér ratio of physicians than
P

s

many -other states, approximately 227 of the population of. Califordia is

estimated to be 1in need of primary care services. The Health Manpower’ Policy

N e

Commission. i]entified in 1975 seven 7ensus tracts.in the downtown area of

N

County, seventy—five census tracts in Ldstngeleleounty,- six—

‘teen census tracts in the city of San Diego, fourteen census tracts .l ‘the .
31 ) o | - e -‘
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~ . ) ; .
“city of Oakland, and fift%en;ojher rural-counties as critical physician
r . . < . Co . o L, .

fshortage areas. .,
To de&l withvthe current'physician manpower problems in California

which include a relative shorbage of primary care physicians, a’relative

shortage of physicians in some rural//nd low-income urban areasl and an- .
‘ v
oversupply of physicians performing surgery will require changes in federal ?

n {

- a

77 health manpower policy, policies of the Coordinatin& Council onvMedical
} 4

Education, the liaison Commi tee oﬂ raduatefMedical Education, and the -

a4

. various specialty boards and societies involved in residech training as

well as health manpower policies in California. In terms of manpower

policies, the humber and distri?ution of‘residency.training ‘Positions 1is.

- the key to future supply:v It is.thelpolicy area which we address in the

.. greatest detail in this report. Reimbursement policy under" privage health

- insurance, Medicare, and Medicaid is also important. . ‘vﬁ’;

The problems of,geographic and=8pecialty maldistribution are inter-

related for several reasons including the differnet practice location pre-

v .

ferences of internists and other spec&glists as compared with general and.

family.practitioners, the "sign{ficant ariance in the number of patients

seen per day arid per week by general practitioners and othér primary care

t_specialists, the declining number of general practitioners and tpe increased

“

number of. internists and pediatricians who will be prividing primary care in
the future. 1In this report'we examine the following'issues both from the

’ : ' ) . . . X
national perspective and in relation tb‘California: o -
1. What is the" problem? l, L IR .
2.” ‘The optimal distribution among specialists .

3. Primary care and primary care specialists .

i . - ® . . ~

IS

B
[N




y -
. \' ! ‘ ' N . : L .~ 5 - -
' 4. Physician specialization in 'C'alifornia -
. 5. .Specialization and physician locatidn c . :
" 6. Specialization, demand and utilization [
7. Residency. training prograns in California
- ' ' : : o N . £
L 8, .The control.of residency training _
- . A \ . o
. 9. Choosing sites for training d))' ‘: .

Baged on the analysis of this report, we have reached the following

"conclusions: °

P ~ o - : L : . N S e

o 1." Policies of the federal government and migration patterns of'

° N ) - . » .
- physicians will have a greater impact on the total number of physicians in

. California and their;distribution by specialty than state policies. The
great majority ovaalifornia's practicing physicians received théir under- °

-,graduate medical education outside of California.. More than one-third of
. -*>.

American medical school ngduate/*in the last decade ‘who are practicing in

_ California had none of their graduate training in California.
. 1 “@
f:\ Federal legislation}under consideration could have considerable impact *
- oy
v onvthe state of Califognﬁa. However, it must-b& kept in mind that the law,
. «eﬂ < " A A ’ - .

which is finhlly enacted would not,becbme'effective until 1977 at the -
B . ) . ) . “ .

vearl}est.' The length of‘time'required to implement its mandates .will vary

-

"according ‘to’ the specific provisions, thus possibly delaying the full impact
: until the 1980 8. The impact of thoae provisions which focus on medical

£
students newly enrolled affter enactment of the legislation wSEQ be even

.further delayed by the length of the physician training process. :
B ‘ : ) .

2,: Our project;pns of the'California specialty distribution for 1990,

N K

- based on. DHEW national projections, indicate that the- growth of primary care

<. physicians, while substantial will remain considerably less than the growth
d ~ * .
o in the.squical specialties ‘and other medical specialties._ There is no one

. . o ' T

5 g
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¢

method available for determining the optimal distribution of physicians

\

among specialties. However, ve are willing to accept as-a tentative objec—

-—

tive the widely suggested criteria that 50% of all physicians should be in

the State can have ortant marginal impg@t through the direct subsidy of

-

certaih progr such as family practice and other primary«care residencies.

; It Sseems to ua that- the trends in specialty training during the past four

. - ‘
years and the failure of present voluntary mechanisms .to effectively control

the total number pf residencies or create a’ balanced mix among training

positions in primary care and other specialties is hardly a cause for opti—

mism " that the voluntary ‘approach. will succeed in the future. -

£

B
- \ <l

3. The choice of;sites fgr primary Care training programs is a complex
. . o L -~ ‘. .. . .
decision. Consideration must be given to the level of ‘clinical training

under“discussion.;_Residents require a sophdsticated education experience.

vith aurelatively large patient base and aﬁwide disease spectrum. A detailed

-

list of criteria.ingiven in the chapter on médicine of this report. .
i Y N ) X . ) .“-

~

Achanging this projected trend must. fall to the federal government. However,' )

¢

E primary 'care specialties. As previously noted, the primary responsibility for
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1A 5. NURSING S
: . .. ' s o 'v. ", .
Major Issues and Problemy A ) . R

Le

There seems to be'agreement from every-research source thét the health
care system in the United States is changing and 1s facing increasing

pressure to- change. Technological and scientific medical advances, coupled

>
.

with rising costs and. expectations for comprehensive care are making de-

. . s

« mands on the traditional health care system which it cannot meet in its S
. L .' ° » 4
present “form. _ . v '-‘ S o
+ . T N 1 . ‘ . .

It 1s in this’ context of the chang%ng system that nursing education

v -

N . \

" B . - ) . . ,
.confronts two basic issues. - . ‘ S

- N .
1) What kinds of demands for services must nursi{g/be prepan/d ;
- _ ‘ o ,/ . .
to meet? : o R A PRSI
©..2) Inm what ways must the supply of‘nurses be adjusted in \rder to.

-

-
.

meet,the new health/nursing care needs? . Y .j o
Summarz of Ideﬂtified Problems ' ;i S ° S . >
. o« . . . . . ot hd b

In examining the data of the supply of nurses and their utilization

+

at present and the projections of nurse supply and demand in the next 15

[N ~

* .years, a numBer of complex'concerns are identified Ihe data analyzed in” v

L]
; <

this report brings up many problems and questions which need to be answered.

I

The following'is a summary of these. problems and questions posed by the

o .
° . °

: -
data. Thus the summary of findings of ‘this report includes the questions

- , -

to be answered by the redommendations. . -7

a) Should nursing training programs be expanded.and should new. ones

be developed’ Demand and supply proJections indicate a need for

t « w

_more nurses, and statistics show that California is now and is

-
likely to rémain a debtor_state. Yet it is found that there is *

)

difficulty for many nursés to finéremployment in California.

. ' CL : : 4 : . .
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" Should there then actually be imposed a moratorium .on new_traininé :

‘i o - programs or even a cutback of nurses trained in California?

Co . ,b)}:what can or should be done aboutnthe high attrition rate among»

. trained. nurses and the low labor force participation of éxperienced
;/z nursing personnei? | . .

. ; ”

c) What can or should be done about the'large number of heélth

science program applicants- for whom there is no‘spAce?‘ o
‘ - ; . ST )
d) . Is more clinical training needed by academically trained nurses‘

v ' as nurse employers indicate? What kind of clinical training is’
, , -
needed by emerging nurse professionals?

- e), Is the fair representation of ethnic minorities in California in

L)

_lQi{\in nursing education also reflected in the . employment of

-

nurses? What about -equal opportunity for males in nunsiﬁk

educatipn? ' . -
- f) How .can working nurses upgrade their status professionally and

. . ’ acsdemically when required continuing education does not .con-

stitute this upgrading? . .
‘ . A N o
) ’ . X L i e ¥ ) '

N g) Can and should nursing education ‘units_apd clinical functions be -

standardized? Will standardization aid in the artiqulatidn'

between various levels of .nursing education programs?
L h) Should emerging nurse roles be articulated with present nursing
.{f education levels to create a,specific'career ladder for_nurses?.
i) ‘Should the same assumptions regarding allocationvof_timeibe'

;. made'of“nursing educators as it is of medical faculty (including B

"o . time fqr research activites, community and professional service,
. /, -

s{ . . . B : N . > . ~ ‘.




6. " DEN’II§TR_Y o e
ﬂ' . . < ! ' . v ’ e
California has five of the 58 schools of dentistry in the United States,

the University of California at San Francisco (UCS{), the University of the .

’Pacific (UOP), the‘University of California.at Los Angeles'(UCLA), the

R "

2
,University of Southern Ca1ifornia (USC), and Loma Linda University. ‘These

J .
.five schools enroll about 544 first-year dental students. No other state

L]

in the natiop has this many dental schools and no other state enrolls as
many first-year dental students. However, only 32.5% or 177 of the 544 first-

year places are 1in state-supportedAschools.f In 197?, 80% of the first-year

places were 6ccupied by California residents. With the-curlent pattern of
enrollment. it is‘likely thatithe number of graduates for each year during
the next several years will be about 500 to, 510 per year.

In a 1975 analysis of active non-federal dentists, it 'was established

(R

that approximately 62% had been trained in the state of California. The

1argest migration of dentists was-from Illinois and Missouri with 7.3% and

)

42 respectively of California 8 dentists having been trained in those two
~states. The average age of dentists was3quite young in 1975, at ﬁ3 years f
: qf age. fhe California Qental association estimated that the number of
‘dentists lost due to death, retirement or other factors would be'aboutIBZ

per year. L. A

2 ' . , . g

- At the-pqesent time, dist;ibution.of dentists'in-California is quite

good; with only one rural county 1acking at. 1east one resident, licensed

dentist as of 1975. There are still some population groups who do not have

access to dental care for a variety of reasons--financial, cultural, and

.-
[y

-~

educational barriers prevent these:groups from receiving adequate‘ca?e. )

In 1973, a survey‘conducted'by the Cali{ornia-Dental Association (CDA)
3 . . .

~a
Lo

g



. . . S ' Los
- reported that only 5% of all dentists felt that they were too busy and

‘would like fewer patients. Forty and threée-tenths percent'indicated that -

. they were not busy. enough and needed more patients. The majority of den~

tists also reported that they could accept almost all new patients. The

2

,findings of this survey indicate that increased productivity of dental

.
¢

manpower is possible, and could absorb\a sizeable ihcrease in demand-should

one occur. - These findings-should be of particular interest to those who-
. . A * b o ST .
~are planning expansion of jnblicly-funded dental care services. It is

anticipated that little or no dental care will bé included under a national

health insurance plan by 1980 and that the incremental increaae of pre—

paid dental care programs curremtly occurring invCalifornia will place no

‘

undue stress on the dental manpower supply. )
| Dentistry is currentlyyin a state of flux concerning the realignment‘
.jof duties for dental auxiliaries. Recent legislation (AB.1455) and’ new
oo .regulations, which have yet to be implemented have provided Tor a career °
ladder: concept ‘which expands the duties legally delegable to auxiliaries.
lThe impact of this recent legislation has yet to be determined, although
regsearch in clinical settings has indicated ‘that a substantial increase
. in productivity might result from utilization of expanded—duties
auxiliaries. ) ‘ .
No research. has ‘been conducted'speciffcally to determine the optimal
number of dentists for each specialty area who will.be required to meet the"
o &cemand and need for dental services’ in'California. The CDA study showed
' that, on thp,wh01e, specia}ists:are less busy than general practitioners.

" It can be concluded, then,' that there are currently sufficient numbers of

specialist dentists in the State to meet the demand and that it is not
* ;. . Kl . . . ] f




necessary to make a special effort to increase their numbers.

)

The State can expect even more recent manpower data to result from a
survey to be conducted by the.Board of Dental Examiners in March of 1976

as a part of the licensing renewal activities for all dentists and dental
)

!

N hygienists in California. The results of that survey in terms" of distr:{a-;t
bution and other significant manpower informatinn should be of great help
to future planners.. Itkis our understanding that such a survey will be

part of each subsequent‘two—year license renewal. o _ -
14 : . . « . .
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7. PHARMACY

California ' has three of the seventy-two schools of pharmacy in the
United States, the University of California at San Francisco (UCSF), the
University of the Pacific (UOP), and the University of Southern California
:(USC). These three. schools awarded 417 pharmac) degrees (or 5. 87 of the .)
fnational total)’in the academic year 1974-75. .Between 1966 ‘and 1970, there
was an increase of about 87% in the pharmacy\degrees awarded by these
three California schools. By the academic year l976—77, the three schools
should be graduating a combined total of’ about 450 pharmacy students.
“In a 1973 analysis of active California pharmacists, it was established
that approximately 54% had been trained in other than California schools.
In addition, the enrollment in the three California schools of is predominant—
_ly California residents (the 1975-76 entering class was'only 8% out of '
state or out oficountry). The same 1973 study showed that'the averagetage
of California p_harmacists was quite young, that is dears of age; 'and
~the average work &eek'uas 45 hours. Generally, these data suggest a = .
favorable supply of pharmacists in the near future.
It is difficult to project future demand for pharmacist services
1n- the United States or California. There is nolgeneral consensus as to
whatireasonable ph rmacist—per;population ratio should be sought Ate
the”present time distribution of pharmacists in California is quite good,
witho only one rural county not having at least one resident licensed
pharmacist inpl975. This digtribution of pharmacy practice 1s apparently
a function of consumer demand,'since about 75% of the Califo;nia pharmacists'~

¥

‘are'working in a community-based (independent or chain) pharmacy setting.

- .
Bl ~

1f, however; a national health jinsurance program is instituted the increase

«
-

.\ . .
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" in prescription dxug7consumptﬂhn is estimated at 6% to 26% and&this could
significantly ,impact upon pharmacist manpower \'needs. .o &

There are several major issues which relate to projecting future

pharmacy manpower and recommended educational enrollments for California.

These are briefly outlined,below:

~

a. Uncertainty-regarding whether'pharmacistslare underutilized. T
| Eightyffive percent of the pharmacists in_Qalifornia reported
spending some time in dispensing;prescriptions and 697 spend
over half of their tiqg in this function. This issue relates
to whether the highly educated professional pharmacist might -
not_be more effectively and efficiently.used'in more extended .’
roles,'particularly'clinically oriented ones., There appears
to be insufficient information regarding %impft of using
the pharmacist in an extended role- upon the efficacy of the
,ph?rnacy and‘overall health care deliyery system,
b. Insufficient information with respect_to the desirability and
appropriatehess of training pharmacy technicians to perform
| specified'reallecafbd tasks of pharmacists in the preparation

.

;and distribution of medications.under.the supervision of pharma—f
cists. At the present time, there is only one experimental ST

_ project in_California_which relates.to training of pharmacy'*;
te@hnicians'located athlthe USC County Medical Center:

c. ’Uncertainty regardingrthe'future of_clinical pharmacy!in the - B

pharmacy*profession. ‘The’Report of. the Study_Comﬁission on
/o ) “Pharmacy, 1975 which was commissioned by the American .Association
' Qf'Colleges of Pharmacy, indicated that'the future role of |

‘clinical pharmacists in various health settings isfunclear, and

16
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‘

: even admitted that no ‘congsensus presently exists*@br the defini-

. : tion of . this professional specialist. . A rapid shift to the fonee

A '.training of clinical pharmacists who serve essentially in new

[y

roles might create pharmacy position openings in traditional dis-
‘pensing roles. Unless of course, certain traditional pharmacist

h:ﬂﬁ,responsibilities were, shifted to technicians.‘ It would seem

appropriate for the California schools “with’ their large Doctor

of Pharmacy programs, to R;ovide research and experimentation 3
o

the clinical pharmacist 8 role.

-

’leading to clarification

¢ ' .Also, if comprehensive health services continue to become more

. : . N
S organized and institutionalized in the U.S., and there is - a-

growing acceptance and demand for clinical pharmacists, California
' ‘ i B
may experience an overall decrease in pharmacist supply. This

"decrease in pharmacist supply might oécur .as8.a result of: Califor—‘:
?‘\
nia's presently training the largest propgtﬁion of the clinically

-

‘oriented Doctor of Pharmacy stufen .

The’ major recommepdations regardiﬂﬂ-rﬁt”14f:5~ jéation for consideration

. ,h"

by the Postsecondary Education Commission AT
.".Al) . .

‘a. the development of experimentab heélth'manpoWer training and re-

training projects for extended‘role pharmacists and technicians

in a variety of community and. educational settings,
. a“.‘, : SRR

b. ongoing analyses of the impact of inpreased prescription drug

consumption as a result of National Hea&th insutance.on pharmacy
" 'manpower needs and incorporation of these an&lysss into the design

for the experimental education projects iﬁ'"aV @bova.‘and

. \ Y. ‘:.; ', “ L a
c. no additional enrollments in the statehsupborted UCSF grograms until
& v. " ‘."“ Q ’ ‘,- ,"4

definitive results are available from: "a fhnd abbve to develop .

definitive pharmacy education priorities for California. Rex

(,'||‘
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8. ’OPTOME'I".RY‘ - CL .

. -

California has two of the twelve schools of optometry in the United

States: the Southern California College of Optometry (SCCO? and the

_University of California School of Optometry, Berkeley (ucB). It is pro-

jected that by 1977, 989 optometrists_per year will be graduated, of which

144 will be products of the two California optometry institutions._'There
. : ‘ . _ . : ' |

has’ been almost a 1007 increase in optometry graduates in California in
> - . . , _ : ’

the last 10 years. ,' S . Yy W

Califormia has a favorable inmigration of optometrists, aver7ging ’
somewhere between 15 and 22 per year. Also the two schools of optometry

in the State take in about 147 of the entering ‘students in the country

4

UCB admits predominantly California students whereas SCCO 1is expected to.

gradually increase the proportion of out-of-state students in the next -

several years. Historically, according to the best information available5

3£§@gctive optometrists b tween the ‘ages of’50 and 59,

-,*,

-ages of" 60 and 69 Thi grouping ‘of optometrists in

- the older age bracket in California is q : similar to the national

~

-

‘pattern.

Projections. for ometry manpower needs are highly'variable. “In 1975

UCB and SCCO admitted a combined total of 160 students in optometry.
Definitive estimates regarding the.impact of a national healthlinsurance_

program on'optometry'manpower demands are not available, -although the

Califdrnia experience with Medicaid may be a useful index for this purpose.

"P . - . ' -




There . are several major issues which reiaté to projecting future optome-

tric manpower needs and recommended enrollments for California. These

'briefly outlined below:

‘a, Uncertainty regarding the ideal optometrist/population ratio.
This uncertainty is compounded by the overlapping of services
provided by ophthalmologistsland optometrists. Apparently ophthal-
malogists provide some limited optometric services in California

and California enjoys a relatively high ophthalmologist to population

-

ratio. Estimates of the necessary ratio for_optometrist/population

. range from 1/7,000 to 1/12,000.

b. There is inadequate information regarding thehfeasibility of

x ‘

training lower level personnel to assist ‘the optometrist and

therebyvincrease hig patient capacity without affecting the quality
of care. ‘A national study of optometrists' attitpdes regarding -
vutilization of ancillary.personnel proved to be very positiVe.
'A similar study of. California optometrists attitudes towards the
. use of paraoptometric technicians was also positive. Optometrists
who had been in’ practice for less than five years projected that

they could-increase their practice capacityjby about 30% through

the utilization of trained technicians.

Merritt-Cbllege in<0akland offers an accredited Optometric Assistant
Program, three semesters in length in which students atte&d two'
evening classes a semester for three semesters. Each year 12 to 14
studengp graduate.and_they according to school sources,»have all

]

met with excellent success as concerns employment .

Elsewhere in the country, there'are 8_one-year programs designed

to train paraoptometric personnel and approximately 17 two-year



. o programs leading to an Associate degree.l : o ’,‘¥&

It seems reasonable to assume that with the use of more optome-.

'trists in- prepaid group practice settings or in. government

S

supported HMO's, that properly trained paraoptometric personnel

could be utilized effectively and efficiently.

- / - .

) " Ca Uncertainty regarding the change in proportion of out of-state

V8. California student entrants at the scco. gThere yas a drop
from 75% 4in 1970-71 t_o.~23% Californians in the 1*975476 class).
Projected enrollment figures for the 1976 SCCO entering class
show only ten to twenty g\lifornia resident students (less than
217 of a class of 96). The remainder of the training slots willv
.be reserved_for out-ofﬁsgate contract studentsr .Seyeral states

(e.g. Idaho and North Dakota) require.one.year of service within

the home state for each year ‘of the contract. Other states, such
as Wyoming allow the student £ull freedom of choice in selection

of their resident practice site. Should the trend toward greater

a

selection of,non-California students at the SCCO continue, it may

<

seriously impact upon the State's optometric manpowerisituation.—

A

During a fifteen year period (l960 =74), 79, 4z of the SCCO graduates

resided in California.

d s

The major recommendations regarding optometry education for considerae

tion.by the Postsecondary.Education’Commission are:

- w

a. the development of~experimental training’programs for optometric

-technicians,:' e o . : ’ o -

b. the development of contingency planning for a state contract pro-

-

| gram. with the SCCO or expansion of the UCB program,

)
<




c: no immediate increase in student enrollment at the state;suppbrted

’UCB,program.unless ggp.until_nétiopal'health inshfahce'provisions

'.forIOPtQNEtr1¢’8erv1ceé aré instituted. - . ° -
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I
: .system that are smenable to. change via the educational system, and, needs

'.»; L9 HEALTH SCIENCES EDUCATION - THE NEXT DECADE -

1

) This chapter addresses problems and potential solutions in two majorA

‘' areas of health sciences education. needs of the heaIth care delivery

of the educational system-itself System changes include improved practi-
tioner attitudes toward primary care, and prevention of disease through
patient and health education. The education needs include individualized

pacing of instructidn modular organization of curricula, and modification

s

of the continuing education process. N
1

Changes are necessary and include public policy commitments (with

»

requisite. funding) to the needs described and pilot experimental projects’

to develop modular curricula with alternate means of evaluating competence
: - ‘ . . T
and granting credit. ’

S



* _ B. RECOMMENDATIONS

1. GENERAL RECOMMENDATIOﬁ//
To insure the development of an effective and efficient health manpower' -
- system for California, we recommEnd the.follouing:
1. 'The.State Health Department be required to develop, expand,'andt
| 1~modify the State Plan for Health by January 1' 1977 to establish
.specific goals, objectives and priorites, to identify geographical

areas of need, to specify types and mixes of health services re-

quired to meetnthese objectives and to suggest the types of hea1th
manpower and nature of’ workers that would 2 necessary to carry. out

~ these functions., This Plan should serve as a guideline for both to

’

educational institutions--as criteria for training hea1th workers--

and for health providers--as égguide for organizing and delivering

:health care.
2. The State Legislature mandate the Postsecondary Education Commission
to estdblish an Advisory Committee by January 1, 1977 to recommend '

= p1ans and policies for coordinating the training and utilization of

hea1th manpower. Such an advisory committee should consist og
e
appropriate state agencies and officials and the public including

.

h representatives of health and educational institutions, finance, .
licensure boards, providers, regiona1 health system agencies, and Coe T
o consumers. ' T : o R :

o0 3., The Postsecondary Education Commission be required to develop by June .
. ':*\\'g': - 30, 1977, plans and policies that will facilitate the coordination and

R funct:ioning of the hea1th deliVery system and the inatit'.utions that :

‘?--ugt-train 1ts workers Such'plans and policies should be developed with

A
P
i
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inputs from- the Advisory Cqmmittee qnd be foeused toward accomplish-'

ing the objectives in the State Plan for Health Specific policies

+ and plans should include but”’ not be limited to the following'
- identify the requirements of coﬁprehensive care and the

L means for its delivery in various target population groups

and geographical areas, particularly: in areas of critical ‘
: {
need and underserved areas,“ E - A o

. \ . .

- suggest the’ types of health manpower ‘mix that will be required

P

according to established health priokities and availability

of workers, with particular attention given to overcoming S

-

Y
barriers fon/the use of mid-level and expanded duty practi-
_tioners, . K - S T i R

»

- propose an experimentai educational system within existing S

-schools and institutions that is based on learning units ‘or
/J :
modular curricula that allow students maximum accreditation

and transferability, both horizontally and vertically in the
J

- f

'health profeSsions,b.' S ) _ ': o 2 -i-

LS

‘develop guidelines for allocating faculty time in terms of

, n per¢entage oﬁ time for instruction, research and community

» * .

! B ' r ¥ :, .
- establiSh caréer ladders fon'continued'training and advancement ;-
o~ 1 - lan for. the retraining of workers and use of part—time em~ W
v o ployment positions. : " \)7 ? o .

’Jlﬁg A.uniform and comprehqnsive statewide health.manpower data sttEm be

l_qtukh:establishedkby July 1, 1977 to determine the‘trends and distribution

. ' t
-of health manpower in the State and to forecast ‘and update future needs

. < ’ [ 1 ’ - . . - 3
) .

v
N

.
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on a'continuing basis. Such a system could be a joint effort of the -
Legislaturg, the Hoalth Departmsnt, the Postsecondarx Education : v

) Commission, Consumsr Affairs, and federsl dat%fatstems, but .should

5 ' ‘ ~ L . S . -

. be coordinated into a uniform, updatable, and compatible system®to
. N . L] £

insure that collectihg, analyzing, and rsportiné-of health manpower
dpts is useful in monitoring and forecasting manpowsr supply‘and

demand Specifi? qFS%tions of such a system should inclyde but not e
: i .

be limited to the,tollowing' _ ; . | o e

4

- track factors such as employment rates, Job turnover,
vacancies, and.minority'hiring;‘ T

L

- predict future manpower requirements--i.e., ar a where

ovsrtraining or undertraining exist;

-

- identify projected demands for héﬁlth care services,

- determine cost henefits of altsrnativesapproaches of train- 3
ing and utilization of health workers;
N

‘collect additional kinds of -data suggasted in this report—~

“1.e. , costs of liability and insurance rates, and determine . L
théir resultant effect L ‘ oo ' ;l i

. -

5. quport the continuatign and expansion of experimental and ciemon- .

""n’

5 stration projecta;in health manpower training and utilization The %,
“intent of such projects should include the folloving "
: +
- identify the functional roles and expanded duties of workers

. (/f‘ -in such areas as pharmacy, optometry, nursing, and mental health

! - q

.- identify the legal implications, appropriate work settiné%,

R J,,supervision requirements and cost benefits ‘of utilizingd?ucp 2
. . perSonnel -
B - o . . [
: v SRS S ‘ S
R S ¥so S R L R
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aw '- develop c;rear laddarf and pattema of mobility in the
&»

training end eﬂiloymeptﬁof'entry and mid-level workers.

N

‘ i'.»‘ expcriment witg NOdUISibea! curricula versus the traditional
’ ’ .' ‘!P‘

. . . credit hour syﬂtem and dEV@Lop examinations to measure com- ‘

© . o

¢ I ' petence in skills and prqblems solving rather than knowledge . .-

; . N -
# . . . .
. £ ' :

tests. , . L "

< 3

- extend health aervices to rural and underserved areas through
the use of nurse@mivdwives and expanded duty t'raining of other
T pefsonnel; -« -+ ‘T " i '“ : . |
S .?. - develon new or‘innovatiye m;thqu to provide:continuingﬂ‘
\ ) . . . : :
) . eduéation in;remote.areas where conventional resources are
not'available; ) | "
>

‘v_ 6. Create' a uniform licensure system by January 1, l978 -with its ob-

[N -~ W

.8 .
'jective being to provide the public consumers with competent health o

-

practitioners. Licensure should be - based upon.proficiency examina-

6

tions and equivalengy testing“ﬂhd require continued education for re-

licensure. Such regul?tions should apply to all categdries of
. & e

\

o - ~occupations and workers. _
. " . ! T ’ . .
* »

R ; Consideration should be given to the: creation of a single"

1 (7 l'd .“ﬁ-‘.
. . peraonnel Jicensure system under a board o; a department. Such ‘an
- . - ' .
: ' organizational uriift or units strould- contain appropriate representa- * .
] . & < & S
-tion from the public, pfofessional and subprofessional occupatiohs
i

. 3 ' ﬁand associations, educational institutiqns, and” health providers.
E?\\;\__ Licens reqienewaiadata should be unifbrm’or be programmed to

- feed ihto the comprehensiv ldata collecting"system to repott ‘the .
numbgr and locationﬂof active/inactive practitionens d

. - . A . b -)
. PR . . B - N

- »
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- 7. Increase consumer involvement in the advisory, planning and regula-
| tory bodies concerning health manpower training and - utilization.
Consumers should be selected according to their type and nuubers in
‘'order to. make their contribution both_representative and significant.
Consumers should also be educated 8o that'they}can part cipate bothvd
. intelligently and confidently in planning'and-advising long with more’
'experienced or“prbfessional membefs of these bodies. ) | |
8. Appropriate funds to develop consumer-organized and directed‘health
organizations for the purposetof health education, illness/disease
prevention; and health maintenance. 'In the last analysis,_the more .
responsihilty consumers assume:in“the prevention and maintenance of

.

their own health the less demand they yill“place on the, health care

system and‘the'less need for episodic and sick care. Examples of
such organizations are the CommonHealth CluB in Sonoma County, and '
. l other similar health maintengnce organizations.
Q Provide incentives and subs:ﬁes to encourage the education and
v practice of needed categories of personnel. Examples of this could-
J-:include the following | | )
.~ provide incentives for primary -care physicians by subsidizing

-their educations and residencies; .

" . - encourage practitioners to work in rural and underserved areas .ﬂ
L e
s _“ through tax breaks, group practice, giving special cultural and

langugge training agp other means; g

- identify rural areas that meet necessary criteria for training

Q.A .
s + and establish sites for primary care training;
- - fund. educational insgﬂtutions acco?ﬁing to priorites and
. . needs for certain kinds of dhealth workers. SIS
PR o ‘., D% _'/o
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2. RECOMMENDATIONS .o
- » PROFESSIONAL LIABILITY INSURANCE ISSUES v .

E)

Many physiciana anpear to be - riding out the initial malpractice storm, °
aome having incregsed their‘feeS»to absorb increesed costs and some having
made practice changes to reduce them. Many:are probably hoping'for:somet
legislative relief while they ponder their options for the future. lf ratesnv

continue to rise“pubstantially, then»increased medical costs and perhaps more

o -

&
.

sdbstaﬁtial practice changes will result. ’ -+

"Even though Medi Cal recipients are obtaining access to care, it does

' appear that many physicians are becoming more reluctamt to treat them due to
increasedfdispa:ity between fees charged to private patients and Medi-Cal,

reimbursement. -Consideration should therefore be given to bringing Medi-Cal

physician reimbursemént more in line with charges paid to private patients‘

. v

forts should also be made to assure that obstetric care is available to

those in rural areaa. 'In some ‘areas increased'use of nyrse midwives could

E

ﬂfill this need.

In addition, consideration should be given to making. the rate structure
L4
more flexible to not'discourage 1) rural and part-time practice by competen&

D . K

physi@iens; 2) family‘practice physicians androther spéCialisté from doing
oy " ‘ . - .' . ° "

~those procedmres they are trained and technically competent“to_do, and
R _ g _

3) new physicians from locating in California. '

Recommendations for Further Research )

EN]

We recommend that the following research be undertaken to more thorougply

'!c

document the effects of malpractice rate incregses iﬂ? - {b ﬁ%
1. monitor trends in Medi—Ca1~physician provider participation.and’.?.
K i . N . e . )
in their acceptance of new Medi-Cal patients’ to determine if éyifts in ;i
, . 4 g
availability and accessibility of care is occurring;‘ ,‘ o ?f“

&

,i; :
53 8 v




. . . " s 4
2. wonitor trends in Medi-Cal patient census in- coug\y and compunity
hospitals to determine if Medi—Cal patients are b&\:g increasingly admitted

to county facilitiea, ' .. 'd AT

-

3. monitor trends in selected surgical p ocedures and obstettics by
specialty and area to determine if changes in number of procedpres or in type
of physician performing these procedures is changing,

a 9{- compile and analyze.statewide data from malpractice insurance com- .
' panies,on tne extent-to which physicians are chan#ing pregium class and why;b
' 5;' collect and‘analyze.data on selected surgical and obstetric pro— "

cedures to determine if any reduction in nnmber oT change in physician -

specialty perfbrming them-
6;' analyze data from recentféalifornia physician zelicensure and accom~-
panying survey to determine changes in supply and distribution of physiciaﬂb
7. to\the extent possible,'comptete and analyze data on residency A
location choiwes of interns and residents to’ determine if California is as
attractive a place for location as it has been in the past,’

' 8. survey California house officers to determine their practice choices

N L.

and, the extent to which malpractice may significantly influence that choice;

B A . .
. 4

.. 9. monitor,malpractice'rates in othér states, Apparently no central

)

"repository exists for collecti.’ rates by~state;

o '.lbm develop a continuing survey of physician practice patterns on a

'
\

sample basis to detect changes over time and on a timely basis.




3. RECOMMENDATIONS
"~ MEDICINE"

It'isdrecommended that: _
. yo _ . .
1. The state of California maintain on a continued basis a health manpower

| | | A
‘intelligence system-that is responsible for collecting, collating and

B

_analyzing data and information required to monitor physician and other

:(t; health manpower and health science education trends systematically.

PR

It ia recommended thst thie he a- joint effort between the California 4
Postsecondary Educatidh-Commission, the Senate and Assembly Research
Offices, the Healhh Manpower Unit of the State Department of*Health

|4Q~ .....

" the regional health system agencies in,the State,and the Departmentl
of Consumer Affairs. e | !
2. .Fund‘specialqprograms for undergraduatel medical schools to encourage
E medical'students toNenter primary care,
3.> Based on the recommendations of the Health Manpower Advisory Committee,-
the Board ;f Medical Quality Assurance should certify the number of
. l : surgical specialtfes, family practice and other primary care special—
| ty’ slots in State graduate medical programs.

4, Mandate the State’ Board of . Medical Quality Assurance to develop a
plan by 1977-1n cooperation with the 14 health system agencies to
as§Ess the*need for specialties in their area; and to issue limited .
licenses to out-of-state applicants to practice only according to
openings available in local areas.

gSg Provide greater support of family;practice residencies and other
primary care specialties such as the Song—Brown Family Physician )
Training Act (SB 122g? ' |

S, 60
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6. The State ehould 1ncrneee enrollment: in the nedlcnl_schdols ‘at the

University of California by 72 in tbe entering_classee for ‘the ‘.

4

T ' next 4 yeera. In 1975 76, the first—yegr‘anrollment for the o

6as,561. ‘At this

University of California's 5 five nediee “gchools

.- At

l | projected increase, the recommended entering clana enrollment would

be 633 by 1980; .

.,.'

'70
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" The following recommendationagregarding nursing education in California

used as informatiqn in ‘this report. -

\

. ‘are presented here for consideration by the California Legislature. ~Tnese

‘recommendations are made as a,result.of compiling the various resources

L4

|}

report are listed in the_Introduction. S

It 1is respectfully recommended that the California Postsecondary

k3

A1l -address problems disgussed in this

"tion Commission sponsor the following acti“ities in order to address problems -

Sy

detailed in this report'

1.

Sponsor Comprehensive Studies of: _ ‘ , Cooe

a.

Jcservices including the following factoxs:

EERTRYY]

‘=~ price for alternative services; - g;w

»
. including income per .capita; AN

Projected demand for generalized and specialized nursing care

~ .

L ’
- impact of developmént of pzepaid health plans,v .
-"‘ ..' /\ ,

- cost of such nursing-serviceag‘ . .
. \ o . . :

-

'

- financial resources of training and employers lacilities;{\

' ~ size of population and- population growth factors, fﬁ

..',.

oA

- statistics regarding facility usage where nurses_are_;', .
employed;

- relationship between health care expenditures and-GNP;

?

. - national trends and actions of the federal government)énd
ey

legislation which may have significant impact on nursing *

. 3

manpower demand in California.

Costs and benefits of alternative approaches to providing’

continuing education and monitoring continuing'education for

R . “ 57 . l ’ 69
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A,
A .

heathrofeuionale. S . o <
. 2. Qupﬁort Systemntic\and Comprehensive Data Collection of: . N

a. Nursing employment ~Job turnover, and other job availability
- . - 1

\

factors,

e

. b Percentage of employed minority nurses, minority nurse
e "L labor particiﬁation statistics and migority Attrition. rates;
- ‘
£+ Legality of varius collaborative agreements and corporate :Q“

.

structuref between physicians and extended role nurses;

. et e
J f

3. Develop Polif& Statements and Actions.on:>L
" a. Articulation between\various levels of nursing programs
considering credit tfhnsfer and achievement testing;

b. Formalized career 1adders'betﬁeen various levels of nursing g

trainfng; . ;ft} ‘ .

e . Allocation of nursing program faculty time in terms of per—

~

centage of time for instruetiqn, reﬂearch and community

-

M : professional services' t IR - :*‘
C o d.} Definition:of roles\gfxvariously;trained registered nurses;

v e. Decentralizing nursing education via extended’degree programs,

) L]

©

f.  Academic status of'continuing education courses for nurses,

_1including training programs for specialist .nurses such as
v . . / . h_j' ) . . t
- CCU nurses and nurse practitioners; o

‘.

8. Formalized initiative to bping practice of nursing and nursing' e

education together in order to develop the kinds of curricula

N needed to train nurses for new and emerging nursing roles.
. 4
. | :

4, Encourage Project in:

a. Innovative ways to encourage trained nurses to reenter the
nursing market -(such as part-time work’ arrangements, experimental

~

1Y
58 " _ ' .

G.‘ | o : | : '6'3




Ce

P

L

new roles with a strang evaluation components;

"Nursing school applIcant matching system.

salary and working condition incentives, etc.).

Nhrsing career education streaaing-realiatic job opportunities
and conditions, aimed at age groupa identified as having the
highest probability to continue practice.

Innovative clinical training coordination and utilization

)

projects;

' Experimental pilot project utilizing nursing personnel in. )

$

Recommended Enrollment:

-

ap Maintain Associate‘Degree and Diploda nursing programs entering

'-"University nunsing schools in 19%. No statistics available

program admissionsﬂwere 4,350 and the Diploma program ad-

. . .
3 X

class enrqllment at/ETBOO. . ( The 1975 Associate degree

-

" missions were 355.) ".h T o _ .

Incréase:the enrollment of the entering class of Baccalaureate

-.

Degree students by 3.442 per yeat'in line with national pro-

jected growth rate to 2,007 by 1980 (In l97§, there were
1, 695 Baccalaureate Degree admissions) \\\\
; .

Increase'graduate-enrollments in state universities by 20% - .

to 800 students in order ‘to increase the humber 6f nurses’ \

"with advanced training‘who are capable of'assuming educational

A . : .

,and{administrative roles. (Approximately 400 professional

nurses are receiving their graduate tri}ningin the two University‘

of California nursing schools and 268 in ‘the California State

. » o
Qor;pd‘vare{schools). - e

9 f' 64



. © .. ‘5. RECOMMENDATIONS

* ) l'
;

2. There should be incentive P ograms ‘to encourage the dental profession ’.w,

DENTISTRY = - o ‘;
It is recommended that’n,' '

1. The atate of California maintain on a continuing baais a’ ﬁealth manpower

;-' ” B‘”"‘

' intelligence system that ia reaponaible for coilecting, coﬁ£h;ing and

analyzing data .and information required to monitor dentist‘snd dental :
s . . K A

‘ auxiliary manpower and dental educstibn trends. systematically It 19] f;p

recommended that ‘this be a joint effbrt between the California “;iﬁf.‘

.8 .
' £ v oy

Postsecondary Educstion Commission, the Senate and %Asembly Research

-

| Offices, the Health Manpower Unit 6f the State Department of Health

),

the regional health system agencies in the State and the Department of
| . ’%\: ' M R

Comsumer Affairs. R » . ) ‘

\

to utilize derital auxiliaries to implement preventive dental cake pro-

grams in; the achools and determine if they are a cost-effec ive means of

——

- &
' . .
v ! L}

_dealing with dental disease. j‘ . - I

3::_Support should be given to demonstration projects to'try out:and eval-

‘uate the degree of increased productivity by utilizing expanded duty

'.auxiliaries in private office settings.' v_: - 'f/

. -, . . .

b, Encouragement should be- given to - the development of educational outreach
programs for dentists throughout the State._'Emphasis should bejgiven
to emergency.primary medical care diagnosis training.for dentists in
.underserved .areas as provided by the University of Pacific Dental ﬁ/fject
"in Elk

.. 5. 'The entering cl//s enrollment for dental students’in University of

California schools should be limited to an increaseaof no more than 20

! projected for U.C.S. F. 8 program. In l975,-the total enrollment of the

7

4

e



o '4. : ’ ' . - \ Y

1]

eptering class for the 2 UniVersity of . California dentpl schools.

-

T ‘ ils 194, Baaed upon the rate of increaae of the projected California

4 population at 6 85! for the 1975—80 period the recommended entering

-

;_,:--class for the 2 schools uould only be 208 for 1980 The additional

‘ ‘Bmall expansion may be justified for hn increase of _educational
\/

opportunities. '

- 7 " -. -

‘0
It is projected however, that the total number of licensed
‘dentists will increasgvﬁrom 12 529 to 14 433 from 1975 to 1980. The

ratio of dentists per 100, 000 population will therefore increase .

from 59 to 63 per 100 000. -~ ~. . o ‘. : \ .
’ Pl . . . N N S ‘ ‘ / .
& e
] - .
' o, . - &
. REEP ,
£ '
a' . 3
8
<\. ' -
" \7-/,‘ [y )
. © e a
SN / - ‘ .
- . ;
o5 .
b
N ’ . ‘
-
9]
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6. RECOMMENDATIONS

™~ \ \anmmz e L

The following recommendations regarding pharmacy education are- presented
for consideration by the California Postsecondary Education Commission._ -
1. The State should encourage;and provide financial incentives for

- A 'the development of experimental health manpower projects designed S e

=~
-

to explore extended role pharmacy and. moet economical use of
.},’ .‘ o f

be

’ pharmacy manpower,_including pharmacy\technicians. These projects’

should be developed in accordance with ‘the - recommendations of

-

el the Advisory Commission on Fharmaey to the California State

R o Assemby Pursuanb .to HR—Zl‘: and the ,TEEEond Annual Report to the 'v .

legislature on the California Experimental Health Manpower Piloc

“.

Project (Amsoa> S

'rf';' “. These experimental investigations should be conducted in a. LE

variety of settings, including community pharmacies, butpatient )u
)
i clinio centers, mental health facilities, acute care, intermediaté e

N

- and skilled nursing care facilities. The most’ appropriate role

needs to be identified for the clinical pharmacfst with respect f, o &

- -

1..

to his potential function as a membex of.variOus health terms, S el

_— interacting with the patient (includ.ng education) and other

- o
health personnel Consideration nceds,@p be given'to not only .

the needed training of " new pharmacists wHioh requires the com~

'4"»‘;‘ : S ? Y
letion of 30 hours of instruction b1annuall',;' . P
' \\

Studies relating to techniban training should be"directed

o

toward appr0priate_delegation'oflpharmacist ‘tasks with consid- . -

‘eration of the following questions: . LR

-

. - What are the medical legal implications of such ’ l. . .
" delegation° . S * R }f: A Y
B . . . * ) . p .
- : : , » ¥
. ) 4 ,
- 4dm~ _‘“} 62 - i.§;7 . . . :
coe o ' ‘l PR » / .
Lo - ’ e




P R N . . « .

. . N

- In. what settingaebhould these personnel be utilized and \
T - with what levels of pharmacist supervision? . : -
'A . . @ . . 1]
(L2 R . .
TR . =,Who should develop the training programs, accredit them..

-+ and certify-students? o “w T R

Py

LT q w
J R
- What additional quality controls should be. built into the -
A - S
pharmacy delivery system which utilizes these technicians? _°

_vA - "'- What are td! cost benefits Cif any) tothe pharmacy and
. . . : Ak L ) R : '_ . .

overall health delivery system&?\ ’ - " FAATEE R
: h} L . ) . A T

. -
2. @he State should monitor ‘the patterns of establishment of xésidential

practice of Doctor of Pharmacy students who graduate from the three

q

~ . ' v

California schools during the next several years. Should a signif—

'pﬁ ‘icant proportion of these 8tudents establish their practice out of

(N

v

i N

£ ~f state then California pharmacy school enrollments should be increased
‘ ‘accordingly. ) A A o - : o lq xdfl.‘d
. ¢ jf;' ‘ ' ’ A L
s 3.,.The State should conduct ongoing analyses of the projected impact o -~

‘-_of increased prescriptive drug consumption under N}él (6‘-26!Eincrease) o
. W ‘/A ‘ :
’ upon pharmacy manpower needs. These analyses should be’ codrdinated

.

S '..jwith the experimental health manpower studies of extended role.

- \ . BN . ‘ .
o pharmacists and pharmacy technicians._ In this.manner; Calffornia )
'l-";.' v . ) . - ]
L ~can rationally plan f0r future pharmacy manpower needs with - T S
" R i-‘.""“ N .“' . w" : ' .‘ ." *':."*A
‘ ;‘ . consiﬁeration of the most economical and qualitative aggroach D .
A . . R :
. . ,." A . D : ‘g i Dy
. . to the problem. : S . " . o ‘ ’
- ( C : ' - . .Q:% R - '
Aﬂr?No additional enrollments are recommended\for the state—supported P N

. o Lo

‘UCSF program beyoég those already projeCted UCSF intends to

“s

: '.yfincrease the entering professional class- of 109 in 1975 76 to .';(
. . '1120 in 1977 78 The graduate enrollment will increase gradually ‘ R
f'gi e ,‘from 50 in 1973—74 to 65 by the end of ‘the’ decade. ST o O -
L l_d,_' ':ﬁ“' L o 1"* o o R o
S T S JE e e
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»

: and‘retention of our'graduate
the Doctor of Pharmacy students). Seq recommendation #3. Shoqld

" this pattern change signi

., . ) . - - '
- i
. .
‘“ . . . . e -

This rollnent recommendation is predicated upon Callfornia's
“', L : .
continuing to maintein its favorable 1nmigration of pharmaciats
é
fgom’UCSF UOP rand USC (garticularly
\

N v
1

antly ‘the enrollments'at UCSF ‘should

. -
e | . . R w

,Ah;‘ihcreased proportionately. -9 : v

» pharmacy degrees irK the continental United State,. ever* though = &

- issue appears to' be how the State can bdst utilize new resources -

.ratio.

This recommendation is also. based oh the favorable distribution

of . pharmacists in Califorﬁia and#the relatively yound ag@gof the ERE
s * . o . *
practicing professional. A : 3} I A

It is true that Californ{a awards only about 6% of the total ¥
. , . %

e

o .

th;>8tate encompasses 10% of the country's population. Additionally{
SR - R y
California ranks 39th with respect to pharmacy studenf?population
(20) » - ' :

However, currently only 80.8% of)the pharmacy students
nationally-ate'enrolléd in schools in th;ir‘hbme state,pwhereas

, , . . ‘
Chlifornia educates 941_of its Btudensts within the State. -The._

whith might be used for pharmacy education. - R
» ‘ .
It appears at the present time that the State .could best
¢ ,
tilize new resources for pharmacy educatiOn to™ suppoikyexperi-'

mental training and retraining projects ﬁpﬁiphsrmacists and

Yy -
. techniciana in rational preparation f&ﬁ changes in !he~delivery‘ {

(]

: system which will parallel the institution of NH&7 California,

with its strong Doctor of Pharmacy'programs and AB 1503 enabling

PEEERY

.statutes should most appropriately grovide this leadership in

L3

experimentation with the delivery and educational systems.

1 e

2

"i‘@
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. - - 7. HBcoMMgNDATIONS b
N % . A - C we 1,
K R , ogo;gzmy X -'

3 ' N P
The following recommendations regarding;ggometry education are, pre—

'v .-

\sgnted for consideration by the CaPifornia Post§econdary Education Commission. )

A .

. i.. The State should encourage thq,developggnt of experimental training

Y { R

a - programs to test the.feasibility of utilizing optometric technicians
' @ K 3
: ¥
_ in a’variety of healthkbare settings Such studies shoula be
b T ) 2 ,;. . 'a:-
. orienEed *to task auglysis, pr ovider acceptance, consumer acceptance,
L2 R .~ . ( p ‘ - " . ) /\e .
i . cost efficiency anui'fect upon the quali,ty of vision care servi-ces.v
f.,{. . m . "‘

These programs may be- apprépriatelvainitiated under the auspices of
,@: e . = L3 .
: the experimental health-manpower traiqﬁgg provisions of AB 1503 i

L )
v éﬁhe State should moni&g#*the impact of thewtrend on ths part ok

5 - the SCCO to enroll out of sta;e’s%rdents upoh the calf{fornia

R - I )
4 ?tdmetri%manpo(ver siﬁiation ‘ An'nuab ana&yses should be made of -

B -

‘&
the change’Yif any) in the~proportiqp o?aSCCO graduaces who estaB—

Fe

lish their optdﬁetric practice"bu;sidedgf California..&lf this

v l
&

_ factor significantly affects the dﬁtometrist %icense supply in -
. ,g /« e (LN

'Californba'the stite should consider tﬂ% establ&shment oﬁ»a

t

n

. contract program with the SCco. . o P v o &
" . M M -,
” -_3. An alternative recommendation to/;he establishment of a contragt o ﬁb

o
a3 -

program with bCéO (#2 recommendétion) is expénsion of the UCW* o
program to make up the difference in the declining enrollment of
California students at SCCO. Such.an expansion should,include
d ) s »

clinfcal: outreach programs to the nozéhern and. southern portions .

a , of" the State The State should conduct a cost effective com~

parison‘of a contract program with SCCO versus a pmogram,expansion ’

) . . . o ’ . PO : L
at UCB. ﬁ. \
. L3 ) | . .
’ £ e w
‘5 . 65 i ",- -~ ) ' ’,"."-
o 70 '

AN



. »
-~ . *

- ' -

- :' );41 No additional enrollments are- recommended for the UCB program

beyond those alread& projected. UCB &ndQSCCO enrolled 64 and (
" 96 first year students respectively in the current year ( a total .-

T of 16) If Hopping 8 projection that California ,8chools willA

- b

o will have to admit a combined total of approximately 158 students :
e per year in order to maintain the present optometrist/population
s S ratio, “The State is currently meeting that objective. This

recommendatioﬂ~is predicated upon the State's monitoring of the

et f’change in the'mix of Célifornia to out-of-state students at the

SCCO and. the subsequent impact upon licensure patterns (recom—

EEY

mendation #2) : It should also be noted that they;nrollment
recommendation is based upon the lack of sufficiently compelBing’ » ; , ﬁ‘

*rationale to-iﬁcrease the ratio of optometrists to population~in {

ﬂa‘ - 3California which is _presently l/é 416 (the seventh highe:t rank - g/
’mlu,_ in the country) HEN identigied the minimum ratio as 1/15,000 .
.h_ and E%glandJNales wixh a national health service has a fatio“of '\\ ;:

5 _ - 1/10 057w « Given‘athe la‘:ter figure, the ;AOA recommended ideal of o

toa

»o 1/79090 seems to be somewhat liberal:: Furthermore, after
L) . ,\,. .\ * o , »
intensive study of ‘the ratio issue, the State Council of’ Hbgher "o 2

« ¥ ow

v v -Education’ of Virgin;a arrived at th dbnclusion that a ratio of

. ' R
8- o 1/14, 600 was sufficient to meet thei
‘ | r ¢ g
B Petmanentg of Los inigeles maintains a ratlo of 1/18, 750 A CoR

.

state needs. '  Kaiser vy

TRd
iG]

- compa;ative study-of six large prepaid groupuhealth plans showed

T g' 'a range of 1/12,000 to 1/18 800 1in the optometry/patient ratio.
' o LIt must be remembered that the fee-for-servicegpattern of I
L . -
-optometric aare fb a self—rcstricting system of demand. With a
- 'Lv'tmorevaccessible svstem'o?'care, such as mayvbe pfhvided under
L . T w Co ' Coal _<I | .. A
S - R 71, p




national health insuragce the demand for services may incredse

in quantum fashion. Or stated in another way, the present'denand o

v 4

for optometric services may bear little relationships to the

s

V-ndﬁd for services, an issue which was not within the purview

‘pf this analysis.. =~ = ' o o Lo .
| The State should, én-an interim bssis,'bevprepared,to support.

‘an sdditional(enrollnent.of_ .out lOZ‘for optometry education'in _M

the event of passage of nsti:j& health' insurancé legi’sl.atio'n |

/
which includes an optometry services provision.. This recommendation

13

Aif bassed upon the effect of Medicaid upon the demand for gahomegric\\‘
services, The lOZ enrollemn; figure should only be used as an . !
academic plsnning guideline and should be revised in relation with
the specific provisions of any nstional health insuran;e legisla-

tion and the svailability of more definitbe,analyses.of manpower

requirements. s

s




111, NATIONAL'LEGISLATION AND MALPRACTICE ISSUES

’ 1. THE IMPACT OF FEDERAL HEALTH HANPOWER LEGISLATION . ‘

In attempting to determine the impact of pending federal health manpower

ilegislation on -the state of.California, it must be kept in mind that the.law

_ which is finally enacted will not become effective umtil 1977, at the earliest.

’ -

Theplength of time required to implement its mandates will vary acoprding to
‘the specific provisions, thus possiL*y delaying their full impact until the )

1980s. The impact of those provisions which focus on medical students‘newly
: - L ©
enrolled after enactment-of. the legislation will be even further delayed by.

A »

,.the length of the physician training process.

Decisions on capitation payments are likely to have the most immediate

’ueffect on the medical schools. It seemB clear that capitation funds will

4 .
3 continue to be available to medical schools, but the amount per student could

-, be reduced and the requirements for receiving the payments will address very ,

'problemé of geographic and specialty maldistribution. ’ e

o4 .
-+

different issues than in the past. In ordef to receive capitation payments

under the new federal legislation, medical schools will be required to shift -

. o
their focus from increasing enrollments to actions which seek to alleviate
‘

. & U ey
A reduction in the amount of capitation payments will have a ‘fore prqﬁbund

A N
‘e

impact on private medical schools in California which cannot rely on state

o s

funding. Both state,aﬂd private institutions may feel compelled to.compensate

A’

for a reduétion in capitation payments by increasing tuition. jBeing'part of

the state supported education°1 system,,the public medical sqhools in‘California_
\

will be able to absorb a greater reduction in capitatioa paymedts than\their
”

private counterparts in the state. before havinggyo resort to tuition Encreases.
The various bills currentlg before the Congress differ in the extent to

which they use capitation payments to achieve federal objectives. There are .

some propdsed stipulations-—such'as the requirement that each student agree to

N

~7

,.,69'

. . N v
. ‘ o '
N -, - .
. ' :



provide service in an underserved area in order for the school to rﬁceive . ";;.:
capitation funds-—which the medical schools in California may find unpalatable. -
1f such requirements were enacted into law, the.medical schools in California

, might refuse to comply and thus sacrifice all capitation@funding. In this ;;{abgﬁr
" 'S ST s .

. instance, it is reasonable to assume that all schools, public and private, : o
would be forced to increase tuition. It is likély that those provisions per-';flf's;

ceived to be. the most severe or an encroachment on a school 8. academic freédom

L
'
< H <

will not appear in the legislation which emerges from Congress, but it is still

too early to predict the OUtcome.‘ n L . ZJZL:' R fﬁ 'V;viJ‘

. . - ..
- ¢

The emphasis on enrollment increases ‘which existed in federal health man—"_?

K

power legislation since 1968 and was enc0uraged through-capitation payments in :;f'

the l97l legislation, has been greatly diminished in. the currently pending bills.-

' The Congress has come to recognize that increasing the 8Upply‘of health profes

‘sionals does not guarantee improvement in their distributdén,.either geograph—,ﬂ'

ically or by specialty. Many have reachedrthe conclusion that'?he nation now 3
B : v,

" has an adequate or even excessive supply of physicians and thaﬁ all ef?qrts S

v UK

should be concentrated on redistribution to improve the availabili&y o} theirs TR

3 v ey

) . i - ) . . "‘., R . i \‘ . . ' ) . . N 1 . ,'A
'smwnms. N : o 'ifprjg,ug:{" ".]~ Coad s e
; i .o . . p o a o i 35, . ) : % . W

: : . oo T ,ihfﬂ,_ e e
s With rebpect to entollment ﬂncreasesgﬁaltern{‘dvqfrequirements in the
K &,

. Y o . Y
-'-, e < tr

' D :
current bills range from maf nance of enrollment to only modest increases. - 2
1_. -." - 1 -4"5\.;\

;In the short term, neithergprqviqgon'ﬁdll h%ye AJﬁigﬁifiépnt impaét on

_ California.. A problem couﬁ ?riga 1n % fut% %ﬁ ',

ver,;as.aJresult of

' it S AT
'Califorﬁfgls reliance on pﬁysician m}graeion £f<m other s' ,es foE a substan_ 7
[ J" .’u . . 3 . ;: '." " .
tial portion of its phxsiclarus. f If staq:& 'which éve}geen losing their medi- '
[  J v 4' T,

k e

) cal school graduates to ota;ﬁgqtates, ggcﬂ asgﬁb Ggsifornia, develop new net-' -

: works of educational programé ﬁocus cf "t%etaln@ their gxﬁ’aduates, the mimb""

"l'of physicians migrating to; ﬁalifornha’
i

,¢”§fu @L.'

! S $ -'3“'~
; ; .



: established such a program in 1967 wh:lch has acbieved very successful results

‘for the state. When ‘the program was - initiated, 428 interns and residents were

training in hospitals in t:wo Indiana cities. During the academic year 1973-74

" _.-'A'697 interns aﬁa residents were located in seven cities throughout t:he state and,\-

Sy ‘ J?-.

over? 9OZ of the available stitions were filled by graduates of U S medical ,"ﬁ:,f '-;j"‘

: b 4 - ,

e schools. Oné result of this grovt:h an.d regionalizat:ion of graduate trainingf}g g"v ,:

. . « .

‘ has beeh a lOZ increase in the nqmber —Bf physicians practicing in Indiana ﬁ? -
RIS RS E:

: BeyOnd the efforts of state,s which curre‘ptxlﬁ; export physicians to retain
:A‘E-.-T,their g;:aduates the‘ loc‘ationgof' ne%;”médicaf schoola may also have a negativél
g g ‘é‘ B

. *ga;r (l" “ Rt
;impact on the‘migration. of physiciams tg Ca],ifot’nia. Held has shown that

s 'lsf\ty

.<‘7 ”

of ph&sici‘ans to %h‘e Pacific reg:l,on as a percent of lb

- P, q,

Central div,’ision.p of t’fre countx"y* than .f;'or ahy ‘ﬂivision b;t the Mountain s,tat s( 2)

'
J b
. g 13

According 4} the 1atest education report%y the Ame‘g‘ican Me cal-Ass' ; "'tion',

.
BN

the majority of medical‘ sc'hopls t;urrentvly’ in _garious stages qf plann

1;,.

"'L

located ,1n the southern,,._. ivisio : g If,; t}}e, trends,identff&dd by _Hel

‘tinue, ,the gradUat“es o-f

o

ikely to mig;:ate to_ areas .\

&3

the country othern tthanf Califorui;a. v; Ty PO s

E}& Changes 1n the migrat;ion flow$ of phy}x'ic,ians to California ‘as a resulﬁ oﬁ

‘

these factors are not likely t;cr».%é felf fdr ‘at least a decade.' Other factors

7

] ! W i N
It should be noted that studies curr‘)en}y being conducted by Held {4 ) Suggest
B . ""—ﬂ .

‘.v

which could\ be expanded to, par.;:ially cdﬁgnsate. for a decre‘as’ed fl_ow'of.;' /




physicians ‘into California from other atatesé

-Since there is now considerable agreement on the need to regulate the num—

bers and qu lity ‘of foreign medical graduates (FMGs), it can- be assymed that

3

the final legislation will include provisions addressing this issue.‘ Whatever

actions re taken--changing immigration laws, rescinding:the Department‘of Labor

declaration of a physician shortage, requiring all candidates for‘graduate medif
cal education to pass the same qualifying examination——the result will be a*

reduction in the number of foreign medical graduates entering training and prac-
!

tice in the United States. _California will be far less affected by this re- .

duction in FMGs than many“other states since it ranks among the states with the .
- ] o % .. . ) . ’
- lowest number of FMGs 1in residency positions and in practice.. In 1970, 7% of

a
ACalifornia residents were foreign medical graduates and lOZ-of total physicians

inh the state were FMGs (5 ) Those hospitals in the stati which currently rely

heavily on FMGs to ?iﬁg thslr Staffing needs cOuld_suffer adversely by the re-

"
L

duced flow of FMGs, the most'immediate impact being felt at the residency level

with the impact on the number of practicing physicians being felt over a longer

term. If the number of residency positions are reduced to more closely corre—

spond with the number of U.S. graduates, as has been propoged in several bills,

~

‘these institutions would- be in a betteréposition to recruit h‘S trained physi-

ciansJ‘ An additional avenue for exploration is the substitution “of nurse

practitioners and physicians assistants for FMG residents and physicians to

compensaﬁe for their diminished availability..r

Among the various provisions proposed Tor improving the distribution ‘of
Pl
h¥j&cians by specialty, implementation will proceed more quickly for some
than for others; 'Oncegfully effective) the impact of those affecting the‘
distribution of residency positions among specialties will be felt for several

»

decades as the.change in specialty distribution at the residency level is

o

722 o .
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,trﬁnslated into practice by the individuals who emerge from the effected
A ) : - . » - : : : ‘-

'-positions., , o " ' . 4

Those provisions requiring ohknges.in medical education——ﬂﬁch as -the es-

tablishment of a separate administrative unit for family practice or preceptor-

: primary care--will pose little or no problem for those schools in

-California which\\lready conduct such programs and could be initiated xelatively

quickly by those which do not have such programs currently underway. The

<¢«changes which w}ll have the most profound impact on specilalty distribution, ‘and

the actions stimulating the greatest controversy, impatt on graduate training.

o e s
« -1t is reasonable to assume that no matter-which bill-is enacted it will

incorporate a requirement that at least 50% of*a school's affiliated residency

positions be in the primary care specialties of internal medicine, general and

family practice, pediatrics and perhaps obstetrics and gynecology.’ The‘provi—

pion_isvlikely-to allowkthree y?ars in'which,to‘phase ir the full number of

4 N - _ . . 4
primary care positions. iheiproportion of all residency ppsitions in the
United States represented‘by,;:ternal;medicine, general and family H&actice
and.pediatricsbin 1973 was 38%. _Including;obstetrics and:gynecology‘raised
the figure to 43%. \The.staté:of California had only a siightly higher pro-
‘portion of its residents;in the primary care Specialties, thus:reguiring

'_roughly a 6% to. 104 rease in the‘number of first year primary care resi-

dency positions by 1980 to meet the legislative mandate. o o o

- A major impact of this provipion on all schools will be the need to expand

%heir ambulatory training capacityto accommodate theincreased numbers of pri—
S ‘

‘~gmry care residents. Such expansion can takea variety of forms in addition to

.
v
AP

increasing currently existing capacity within teaching instibutions. In Cali-

fornia, this might encourage decentralization to those areas whére facilitieﬁ

» - exist which have the:capacity to»participate_in-sraduate'kraining‘programs.

s "~
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For those teaching hospitals which are’ located in inner city neighborhoods, the

possibility of expanding ambulatory training capacity through neighborhood clin—

\
ics could improve the availability of: qervices to inner city populations while

at the same time meeting the ambulatory training needs of- the teaching programs

e
Moreover, such a program of training and service would respond to leé?ﬁ&ptive

» o 2 ..

ma;dites for improving access to. caresfor underserved populations.:
An obstacle which schools will face as they seek to expand their ambulatory

L3

training capacity arises from current third party reimbursement schemes . which
. © <’ - . )

have traditionally discriminated against ambulatory care. Residents in. speci- \g; .

.

alties other than primary care can help payﬁtheir way through graduate training

] N4

/ by providing reimbursable services: to hospital inpatients. Without changes in
P

current reimbursement policies, this source of supporﬂ/will be greatly reduchd L

for primary care training The result in California may be that state supported
- . P ( ; . .~ .
) schools will attempt to make up for this deficit by seeking state subsidies for

ambulatory care: training programs. e v

Thé’almost universal suppor by representatives‘of the profession for the

a

recommendation that 50% of all residency positipns be in primary care special-
ties will not minimize the interdepartmental competition for positions which :

v will occur ‘in thenvarious medical échools and teaching hospitals as a higher
- . ¢

) proportion of positions are allocated to primary care. This competition will'

become especially inﬂbnse if the proposed limitation on the total number qf

first year residency positions is enacted into law. Although thisvprovision
was deleted from the House bill it remains a major option 1n the Senaxe, and

could therefore be reconsidered in Conference.

Limitations of che total number of residency positions to a specified per:\\\\\

centage of the number of U.S. medical school graduates (probably 1254) is often

misconstrued as an action which will reduce the current number of available
Y




residency positions. This is in fact not the case. Since the number of ‘stu—-

dents enrolled in medical school has increased substantially in. the past five

years €he number, of residency positions needed to ‘equal 125% of'U.S. medical

graduates in 1980 wBll be slightly higher than the number of currently avail-

)
able positions. Since such a’ provision would be phased in over a thnee year

o
»

period there would be no loss in.current fesidency positions in California

as a reSult of its implementation.' The opportunity to increase resi\\\t

positions would be constrained in the future, but a control of absolute numbers

is necessary in order to achieve the proper distribution among specialties.':

B ;If the total number of residency positions is not controlled, the absolute

oversupplied market.

,tions will be dexived from institutions wn&ch currently rely heavily on Fﬂés

.services equal to that of U. S

kporated‘in a new health manpowewhu-”

number of positions in over-supplied specialties can continue to . expand even

3

with a requirement that 50% of all positions be in primary care. This trans— B

‘lates into increased cogts for training the wrong types of specialists as well

as the increased costs which are then associated with their practice in ‘an

x
‘.
[

An additional benefit of controlling the total number of residency posi—

3’,' R

to meet their. house staff needs. With more individuals graduating from U.S.~

. .

medical schools and fewer residency positions in excess of their numbers, U. S

medical graduates will begin to fill some‘bf those posttions which tradition~

ally attracted only FMGs._ FMGs.will.still be entquﬁgaresidency training inf

some institutions but ‘their numbprs should be fewer and the quality of their
u A

i al graduates due to the provisions incorf
¢ > ) - v','". | . ' .. .‘§
Finally we turn to the que?tioff:f improving the availabilty of physi-

cians to currently underserved populaggons.f On the medical school level, the
v .

Congress may decide to require.or encourage remote site training~expeniences

7

e

°

[

K
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for third and fourth year'medical students. Most schgols in California are
-already engaged in such training, to greater or les3er extents, 80 a provision ’
- hY . . .

to estamlish these programs would not- seriously alter current practices.
. ‘) .

~ The major thrust of any new health manpower law will be a major expansion

L}

:of the National Health Service Corps (NHSC), encompassing from.257 'to SOZ of

newly enrolled medical students after enactment of the legislatibn. Students
' will receive scholarship support during their training and will then pay back

d
’,the federal government through service after completion of their residency.

.Physicians who did not participate in the scholarship program may also volun-
teer to practice in the National Health Service Corps. '?; .

\

For severalgreasons, it may take at, least a decade before the impact of. .

r, f‘.

o an expanded National @ealth Service,Corps is felt in the nation generally and,’ '."
more specifically, in California. The NHSC was created by Congress in’ l97l

. As of June l975 there were 551 NHSC personnel including 325 physicians, 80 w

. '
'dentists and 146 physician extenders at - 268 ‘sites. It is anticipated that 85
‘additional health professionals will. be placagrin the fiScal year ending June

._." ) i o .
‘A‘NHSC scholarship ptogram which covered 257 of all newly enrolled sxu-

uLd':equire the annual placement of roughly 3, 750 physicians beginning

~in 198&;assuming an average of seven years for completion of medical training '

¢ The length of tim;\elone to prepare a physician for practice delays the impact-}
" of the NHSC program for quite a feﬁxyears. :_'

n the meantime, the National~Health Service Corps can also*recruit physi-

r

cians who began their trhining before enantment of the legislation in order to.
- " R : S/ L.

- &t .

' é}met some of the immediate needs of underserved areas. It is questionabLe at 7
this time, hOWever, how quickly the NHSC can expand in order to accommodate

«-such volunteers.' of equal concern is ?he length of time required for the

[l
:

agen@y to become sufficiently welL organized to administer a program of the

BN '.r N
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magnitude contemplated in the proposed 1egiSlation, It is anticipated that;
R o N

the severi years required for entering medical students in 1977 to-complete~'

their residenc*\yraining,will provide the necessary 1ead time for the NHSC -

~

to prepare for placement -of several thousand physicians annually.f_An addi-

9. L
tional unresolved issue is whether the duration of service in the NHSC should .

\4-

be~two or four yeaﬁb While not reducing the annual number of physicians

'I-

needing placement,'a shorter term of service would lessen the burden on the

p‘&t N ™ B : e

administrative ,process_ by reducing the number of health professiohals in the."ﬁfl

. - . 4 '.: - ‘ o l ' AU |
programs. . I : I . L

P . A
4. RN

Expansion of the National Héalth Service Corps will not have a signifi—.”

cant impact on the state of California during the next decade, and it is too

' )

early to predict its impact beyond that time.

The ultimate impact of the various f/deral health maﬁpﬁﬁ%ﬂ%pplicies cur-

»

' rently being proposed in Gongress may not be felt for a d

'7'. .

-

glevel The federal government can mandate and provide financial Support——two
R BN ,

programs will depg%d heavily on how policies are interpreted and implemented at
. o . [ )
the State 1evel It 4s therefore necessary for the state of California ‘to be'
oawarg of federal policies whith will affect the supply, distribution and prac- o
o .

' tice patgerns of its health professionals and to be active in translating fed—v
bt . , R ) v ot
é&a} polfcy into action within the state contextn o o o
G { .. o 2

i y

e 5 'i- The Congress was unable to reach agreement in 1974 on the. extension of the ;

' -

é!mptehehsive Health Manpower Act of 1971. Each of - the major heaith manpoqer
Es bills~—the Rogers Bill (H R. 5546), the. Kennedy bill (s. 989) and the Beall Bill

(SM 1357)——was reintroduced this year along with the Administration 'S previous‘
r” . 55 '

bi and several others. The House Subcommittee on Public Health and the Envi—
»

" ronm%gt, chaired by Congressman Rogers, held two days of additonal hearings in
T /'1 et o ’ R
3 o S T L ) i
LI ° - : 81
- (@ v . 77 e R A
. . §

vital components in policy development and implementation——but the style of the Py i:"
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February " The Rogers Bill, was again approved by the Full dbmmittee on Inter—f 5

state and‘P:reign Commerce and. sentvto the floor of the H0use.in July. This.
year,vproponents of the Bill were unable to countefzgt the 9pposition enc0ur-

) aged by the AMA to*the provisions for controlling the number and distributionkb
oftresidency positions.v Although the majority of the'provisipns remained in- -.‘kb
‘tact, those addressing postgraduates residency traininglszre remoVed by\the

- .
. f T

House—apprd;EE\Bidl Deletion of the provisions seriously weakened the’ Bill

a /,’

s

in thg two critical areas they were 1ntended to address. o : o T

U improvement in the distribution of’physiciahs among specialties by oo ' .
. D controlling the total nUmber o& regidency, positions” and encouraging «*
‘that at 1east 50% of available positions be in primary care; . -
‘3: B ‘-l : T .
, 'control of the inflgx of{foreign medical graduates by reducing the.v1-~:’ .
P _number of\available reaidency positions which are in excess of the ' '
. number .of 'graduates of v:s. medical schools.: The bill included no
,i-other provisions for controlling the flow of FMGs. '

. e
ot

n,\ LN

The Senate Subcommittee on Health, chaired by Senator Kennedy, refrained L
' from taking any action onvhealth manpowen 1egislation until the ‘House com—%! '

pleted its deliberations. Beginning ianeptember, the Subcommittee convened

’
.

onal;hearings which continued intermittently thrOugh mid‘ ’ -

N a series of addi

b 'ing°the’course of"%kfse hearings, an event took place.which. w0 A

Y . »

'mfvely may mark the turning point in the stalemate on key’provisions. ;:?
‘ 4 ; t . Y- . > PR
various health manpower proposals. Invited.to testify again before the

A v -~

committee,'the Department oﬁ‘Health,‘Education and Welfare——inppired by the
efforts of the Assistan{ Secretafy ﬁor Health Dr..Theodore Cooper—ﬂattempted e
) B P \ ) o

_q‘ipf Management and Budget for an Admin—

H I

k) ’;
istration b§11~whioh would be respo 'ive to the critical heaith manpower issues oo
- °
A 3 A a:
identified y Cohgress.» Receivingkno response from OMB by the: eve of the Sub*
committee hearing, the Department sought Prégidential interventivn which re-. B f

—8u1ted in their being able to preseht a new prOposal to the Sﬁbcommitteé ',V";//'f"‘
T T 7 S
' A T
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including the following.majdr ptovisions: ” g . * L.

continuation of. capitation adppbrt for thosesgchools willing t&, b
participate in meeting national health manpower objectives by: )
L~ 1. setting aside first year places (15% of ‘the first year’
; class in 1977 increasing to 25% in 1979) for students who "{
) iw,f_oluntaer to practice in underserved areas. 3
i:t:blishing an administrative training unit in family
Wracticé or primary care. -
__f‘ing an increasing proportion of residencies in their
&f'filiated inst!tutions in primary care (at least 35%
An 1977 increasing to SOZ in 1979).

-¢?§.'consolidation of existing J!holarship programs into a broad
;g,a{ischolarship progrir conditioned upon a service cpmmitment..

specilal project grants for: ‘ (
Q 1. establishing or expanding family practice or primary care
- training and residency programs.
'2. Community Based Health Manpowar Education‘Programs and Area
Health @ducation Centers fpr decentralized training and* .
.o continuing education. - S
i 3. training of physician extenders.
> 4. assisting U.S. citizens studying abroad to transfer to
~», U.S. medical schoqls and upgrading the skills of FMGs
+ & . 1in the United States.

o .._.,,-f . ”.

ey '
o

&
. discussion between DHEW and the Qgpartbents of Labor and State
regarding administrative changes  dn FMG immigration po%}cy and
development, in’ conjunction w{th prefessional groups, Of a single
exam to be taken by all FMGs and U.S. graduates as.a prerequisite
to entry into grdduate medical education.- s > R

T preadmission and cholarship programs for disadvantaged students in
post~ baccalaureate programs and- in " the first year 0f medical school

o "\ . -

1 3
o \ .
Its emergence, however, see$s , to. have pqovide& the‘needed nmpetus for the Senate

e

N, The Administration s. proposal has been submitged as a bill to the C;ongress."'v'~

.Subcommittee3to devise a new. strategy which might appeal to ‘a broader base with-

,in the full Committee .on Labor and Public Welfarq and on the Senate quor.} ;.

» . m;, -

"The Suchmmitteeystaff has indicapﬂd’that‘it iSwhonsidering various provisions

-

‘: which seem to make sense in lighc of the ﬂropogﬁls which are currently pend-'
©

\\ing befor "the Congress. Whether a: new proposal will come fortﬁ from these a

Mdeliberations remains to be seen. . : )

A

f%# In his repo‘t last August, John Iglehart remarked that’"working out-: a
- . - P - v T e . . B .
T - k I N , .
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. - viable solution  (to attract health professionals to rural and" inner city areas .

that lackvadequatqkmediaal manpower) 1s the tougheat task ahead for'legislators

involved inlextending the Comprehensive ﬂ;alth Hanpower Act of l97l " Although

. .
*,,.several aolutions to this problem have been proposed which, if any, shouid

\
" .

be enacted into law remains central to,the fotthcoming dePated on the Senate

R L .
4. . -\

floorﬂ'ﬁﬂ in»the House—Senate conference. -Although Senator Kennedy mav\be

N

V.o amengsle gﬂﬁsoftening his demand for dll medical students to agree to provide

e service in dedﬂ?héted underserved areas, he would be unwilling to sacr!fice his
‘convictions for the informal mechanism approved by the House which enc0urages
4\'.
{ ”
students to serve thr0ugh q major expansion in the National Health Service

< SENY v . }
Corps. Senator Beall and the Administration have assumed what appear to\be ; *

compromise positions in proposing that a specified proportion bf positiong'in
‘the’ first year class be reserved for students who would volunteer to\partici—
N \
pate in the National Health Service Corps servicerconnected scholarship program.
«'This approachiﬂhs well as mandatory service, has been oppoged by Congressman
e ‘..'

]

L Rogers. Ln a recent speech at the Associatioq.of American Medical Colleges L

3 .f‘, A
Annual Meeting, Congressman’ Rogers questioned the need to require certain per-
) centages of medical students to provide service in exchange for scholarship
) LN - € -
support.‘ "I am troubled that a percentage requirement could result in a track

- POLICE

system‘rwherby the’ very best students ar admitted esrly,'ﬁdthOut demands to )

<

accept scholarships, uith the remainder of the class beooming branded as that o
' - @

v

(O N
4 .

. ~ paying a soci#l ‘premium." Whether for this or othe?:reasons, it 1is interesting'

P
s,

'-to‘note_thejnumber‘of witnesses testifying before the!SenateTSubcommittee»this

© oy

P - %
¥

gram of: service musg apply with equal risk £such as a 1ottery) to(all students
ﬁ' in order to prevent discrimination. .- o S o ’

Y]

- . rA T‘. : ..," ‘ | : 80 8"1 . :ﬂ ; . . v ‘

year who have reached the'conclusion, although‘often.reluetantly, that any pro—-

percentage of students not quite good enough»to get'into medical school without'
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Although the provisions on capitation payments and foreign medical gradu—

Y

ates incorporated in the various proposals differ from one’ another, }he dis-

’

parities are nQ;dsubstantial enough to prevent consensus on a single solution.

Even if not embodied in each ‘of the pending proposals, there now appears to be"

general agreement on the need to continue capitation support ‘and on the types

of actions which sh0uld be taken to regulate the numbers and qualifications of-
!‘,'éV J 3 ‘I." ) ) §
FMGs in training and> ‘iractice in the United States. 5

“.-..~ o v .
. > s

‘which is bound to generate considerable debate is the

One addftional a;e'

regulation of residency training The proposals currently before the Senate

range from placing a ceiling -on the ‘number of available residency positions and f
redistributing those positions to create a more app:ppri te balance among pri-

- mary care and other speciatties to requiring schools’ to have a specified per-
centage of the residencies in their affiliated institutions in a family practice
or primary care. As previously,noted the . provision in the Rogers Bill to con-

5 trol the number of available residency‘ ositions was, deleted/f;om the House-
passed bill. The debate on this issue will include not only what, if any, |

- v . . /\
regulation,of residency training the federal government should mandate, dut a

’ whether implementation of tha

i

/professional body or a #ublic body._ ).,'v . ¥ - Zﬂ5'h_,

j raining bills are .cur ntly bein considered by the
. Ff 4

andate should be the responsibility of a private

.

‘\)

The health manpowe;
Senate Hqiith Subcommiti;? of the Committee on Labor and Pdiblic Welfarer .There

it the bill sent to the floor of the Senate by the full

]
o~

‘.is a reasonable chance

Committee this year will have braoder support from the Committee members than ' '
. .did the bilr last yearié fﬁis support cOuld extend to the Senate floor thus

~avoiding a fate similaz to last year s Committee bill. Much of what occurs

Y

after the Senate actiqdkrests on® the,compositiongpf the House—Senate conference

l‘ *

participants. Whether or nnt the conference will be able to report.out a bill

o 8 .

28 -3 . . . » \ . L
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depends upon how adamantly committeds or opposed to the key congyoversial pro; :

visions each conference member is and how willing each ia-to_ﬁegbtiate a policy

R .
. . N

which compromises that position.
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o PROFESSIONAL LIABILITY PREMIUM RATE INCREASES ON RN f@_ ni‘?.
S o » PAITERNS OF, PHYSICIAN PRACTICE IN CALIFORNIA o R P
S R PRELIMINARY REPORT (mncu 1976) Lo { Yo v g
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Background R S I s o N
— . : Ll : o ERE. B
- Between 1960 and,;1974 malprractice premiumg per doctor 1n Califorpi.a , o :*‘
increased'SSOZ, ftom«$ﬂ00 to $2,500-an annual increase of l4z a ) Duging* -ﬁ; fﬁgf
[ £ ‘ A ‘ .7'
. id‘e Pa“ Ye&r raéeﬁ aeuc; up drmticany.-- On May 1, 1975, a 3zoi pregrxigm L
T : &
-_‘..'increaso by Argonﬁur Ineurance ACompany sparked a physician slowdown in the L &"
vl Vo * ~"!‘-‘l‘ !
sSan Francis ‘o Bay Ar'iea. Oh November 1, 1975, Tr elers Insurance jumped itpv . A‘
A LY AU LR
r the red‘t of N?thern’c‘alifornia by about 350%. . On January l 1976(, ,u:?v &
. i - o« E
Travelg.rs rates ih tﬂ‘e Los Angeles Atea increased by about 5002, spawning ** ?
s f " Q » A £ .
TR 2
another physician slowdown, a'nd Continental National 8. in the San Diego Area : "$
M ¥ "’ o )
G' ]

&vere up moz’* g ,' *'._ -- IR ; f’. L

'
LN

The inégveaﬂ’e in mremiqms affeccs different physfciaﬂi in.

>
%
=]

o

~

o
[
-o

: t‘itioner in the Travelets NorCa’K program doing"

.
(g
o
z
o
<
4

a°

for 1 millionl3 million coveraye _After November 1, his rate g

was $‘4 641‘ fag Lt e other hand, an obstetrician in Cla’s 1v, payi $13f81 l"ﬁé{i\ "
. h , .f.‘ - ".‘. CT
" before November l,. Quld subsequently have been’ paying $22 139 -In the LA - - .-
N A R
Area a general praotitiOner in Class II in the Traveler's program wov.d have O

been paying $l 296 before January l 1976 and $7, 783 after January l. “An _ “'

LA obstetrician Aould ha\ﬁe heen in Class VIII paying $6 304 before" January 1

L . :{’“.,_ "y T TR
: and $36, 239 after.. S ' = .- S

1Y : . ) . ' . . EE ’ 4
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t

% In Californi‘a pPhysicians have been covered by group plans in particular 0

geographic areas. The. Argonaut plafx covers San Francisco, Alameda, Contra, Cost;a, o
Marin, 'Siskiyou;, Shdsta, Solano and Trinity Counties, Travelers NorCal covers

- the 23 other Northern California counties’ 'I‘rave;%;hoCap covers the LA Area
‘and CNA, San Diego Biverside and Imperial. Since“rate 1increases were announced,
physicians have formed the,:L; own insurance companies, for the most part parallel—
ing ‘the areas covered by the other inburance companies (” ’

~ - "88_" S
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h/\ inc;‘enses affected specialiats performing A

‘.

»

S :
obStetrﬁLa énd orthopedics, ‘and least on general’

'A \ < _. / .
' Qirforming significant hﬁbunts of Surgery. ; )

.=.«;ﬁ£rbad%s-may not yet be in sight. Consulting a%!ugéies

1" Committee estimated future premium increases

*‘

‘;j malpractdge dOsﬁs if supponted by the courts. and recognized by juries "( )

of ways that physicians might react to premium rate

'$h‘ﬂe9u1@fchoose to: ' . o

IR AP ' ' ' .
Thtﬁ%iraueaggy or eliminate part time practice, e o D

;- hange'

heir practice setting (e g., from solo practice to public
..

employmen or, salaried gnbup),
G- - '
1eave:médicine,

Far ew ) o ¢

change the services they provide to either lower premium rates,

: .
" t reduce exposure to suits or otherwise reduceftfsts, e.g.,‘eliminate

v
4 -

5 A’
T

3 certain certain procedures or types of patients such as Medi Cal

;' @ '6.,3/ruse fees“to absorb all or part of the Ancreased cost, reduce

4 e

- .

. - -.ﬂf' limits of their coverage and thereby premiums, or practice without
o - ' R
. T 4 . Co Jy(f\ ‘QT[;'
% . L insurance, : P . ”/» . _
) pu—e
I protest increases by wfthdrawl of services. - i

o

‘These choices have influeﬂéedfthe availability” quality and cost»of'

»
medical ‘cafre inqpalifornia and may, ‘have subtantially greater impact in the

future, partitularly if rat€s continue to. climb.

7N

§. We.have in'this study attempted,tojcompileQdata from various sougces'toi o
"éahfd,light on actionsftaken by physicians since premium increases occurred.
s e f@i.f ;.; | », ,vf | - f»tg N
’ B ’E . -3{‘85 89 te
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We caution that what we have identified are energing patterns and that mapy,
likely future effects may not yet bave appeared in available

? a sources.
Following 18 a summary of findings, a brief diacuasion o impli"%ions

for quality of care, a presentation of our tentative conclusions and gug- '

* gestions ‘forx further research.
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Summary of Findings - ‘

Move@ggh to Other States 4, -

\

b hl It is difficult to determine exactly why a, physician may have chosen‘to y

n

move -but we find no evidence that California physicians in significant numbers ¥ .

v

¥ N

rare \eaving California to practice elsewhere as a pthary result ,of premium rate

increases. Surveys of GMA memberrphysicians, confirmeﬁ by reports from Medical

Soqieties,,show'thatzfew (less than 1% of“respondents) have chosen to leave the
1 : :

State primarily for this reason. A larger number are considering leaving and

, perhaps may if premium rates continue to increase, here more dramatically than (’

§

other states. In a number of instances,those who have’ le£t appear to-be
* 7

counterbalanced by new physicians. .

"~ According to the Board of Medical Qualify Assurance staff there have been

no noticeable increases in requests by California physicians for endorsementé v

to practice in other states since premiums‘increased Even though statewide

-
»

effects of physician movement to other states may at this time be minimal there

.,

may be important effects in particular mural communities. For example the

Lassen-Plumas-Modoc-Sierra County Medical Society, with 28 members, repotts that

3 moved to another state due to rising premiums. The 23—member ‘Siskiyou Meditalf
]

Society reports that 2 member&ﬂmoved.. The l38—member Humboldt—Del Norte Medicaln_v.

“"«' .

Sociefy:shd the l6l—member Butte-Glenn Medical Society report 4 have left each 4;‘;

area and the 120-member Shasta—Trinity Medical Society reports 2 havf mdyed 1

. . Lo “w
Premature Retirement _ _ (/// T

: As with movement from the state, it is difficult to determine specifically

O

why a physician ‘may have retired at a particular time. Evidepce from the CMA g

a

survey and our survey of Medical Societies: indicates that a npmber of doctors,

. . N n

many who _were practicing part time ”ﬁave retired early, apparently because the

. » . . - N
. . FN . L . ’ . :
. . , . . ™
> ¢ 9 ! - ’
. - " . . " N
. . . .
v 3 .

T -

L.
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-

comparatively low gross income generated by part—time practice was not enough

|
to cover increased premium costs, Altbough.it does not appear to be a major

_ ) ) ] > [
pr*: statewide (less than 22 of CMA Survey respondents indi'cated they retired
early). At may have a more ‘serious : impact in aparaely populated areas. For

I7-member Inyo-Mono Medical Society reports that 2 physiciana v

retired b eltminating their‘part-time practices. Six are'said to have retired-

from: the Butte-Glenn Area (161 members), four in the Humboldt-Del Norte Area
(l38 members), several from Tulare (170 members), 3 in San Luis Obispo (l39
members), 2 from Shaqta-Trinity (118 members), sever: in Plac}r—ﬂeuada (l30'

members), 4 in San Joaquin (360 members), 1 in’ Napa (140 mempers) and 1 in

';\ Sonoma (286 members) Yoo

-

Racent actions by Northern California insurance cgppanies may help reduce

early retirementa of. those with part-time practice. NorCal Mutual aqd the

Medical Insurance Exchange now provide for reduced premiums for part-time .

oo R ’ . ’ ' ’ o}

physicians. "

‘

Moved'to‘a "Closed Setting"- y , C ‘

)

There is- evidence that small numbers of physicians have left solo pract*ce

+

N for closed settings such. as miiitary service, salaried group practice hospitals
and other government positions where a third party is responsible for malpractice
costs. In the CMA snrvey, "those indicating they had moved to a closéd setting .
- were small (about 2% of respondents) Military service has been made much moreh&&\
. N . S ~ :
,attractivegby recent-substantlal’pay*increases for;both new phys \ians'and . ;
o ¥ . P .

“those yith prior military seryice.“ Thus the pdll of military se _e-salaries

)

,..may have @en as important for thoae c.hooa’ng this .8e ting as the push of lia~-

y -

bility inmeases. Reports from the” following. smaller medical societies indicate )

some movement to closed se!tings, primarily the. military ‘and sté_grfafilities:




o ‘ 3 ’ . T
-’ San Joaquin - %Wleft for closed setting
. o ‘ ' {1 emexrgency room, 1 city

N T ) ' hospital) ‘ &

Napa ‘ h ' ~'. " 3 to state‘hospitals ;' ’;r'
Placer‘Nevada, o | c é'éZAto_Air Force)'~.» » _. : f

‘§an Luis Obispo; | 3 to state . | "

o Lassen-Plumas;Modoc-Sierra‘ l'tofstate\_' - o '

';humboldt ..- » 2 to closed setting"J L ’

'Tulare - | Q 1 -to military S
Sonoumf _ . " 4 to military | ’
Butte-Glenn‘ - f‘ | 2 to closed setting ) d. o

Discussions with county officials indicate they are finding it easier to.
. ' 1 2’& ) § ’
£111 va;;pt physician positions. Preliminary information from group'practice

plans iddicates that, although there have been iﬂcreases in applications; a

]

vnumber of positions which were previously difficult to fill are still unfilled.

4 LY
v

'Ch ges in Sérvices- to Lower Premium Rates. . N _ :

One important way that a physicisn can reduce his premium is to change

the' scope of services he provides and thus lower his premium clase. This‘san;

~ -

be done by eliminating or reducing certain procedures. For example, a family
' physician, internist or opthalmologist covered by Travelers Insurance in - | J';‘;’?r')
: Northerq'California,vwho derives between 1% and'SZ of his gross income from

Csurgery or, obstetrics or both, would be a ‘Class Il physician paying an annual pre-'
& o :
mium of $8 810 for $l/3 million coverage. If he earned more than ‘5% of his gross °

. from surgery or between 5% and lSZ from OB his annual pfemium ’ould be $14,766.

If he redUced his surgery or obstetrics to && or /less of his gross income, he . S

s 1

would pay $4, 641, saving $4, 169 if he was previously in Class II and $10, 642

if he was in Class III. If the incdme derived from surgery and’ obstetrics was

f insufficient “to justify the premium cost, then the physician might reduce. or

d . : Se \\\. ’ .o )




.

eliminate them to reduce;his premium. Similarly, a family physician practicing

’
rd

anesthesiology in Siskiyou County and covered by Argonaut w0uld be paying more

-

than four times the premium of a Class 1 physician not administering anesthesia

LS

or performing.surgery. If he administered anesthesia infrequentlyb%he would Yy

be enc0uraged to eliminate doing so.( oo . ' L ;f‘ , .
N . - :

e Similar tradeoffs exist for other specialists. For eiample, internists .

N

]

. uti]izing radiation or performing angiograms would be in a higher class, than- *
: those who do not. Ear, nose and throat specialists who perform plastic Surgery

.or psychiatrists employing electroshock treatment pay higher premiums than '

those who do not. 7 f ' )

[ . [

The-pressure to make some class'change'w0uld‘fall most heavily either on .

LI

e

older physicians likely to“have smaller practice or those earning less gross'
income from these pnocednres than‘the cost of increased premiums to coVer them.

* "Thus the premium structhre trends &0 encourage the following actions s ;
. ._‘. o
o0 1. Reduction or‘efimination of surgery, obstetrics, orthopedics and

v s » e e ®
13

. anesthesiology by those who do not specialize in it or are not

. primarily, dependent on it as an essentiaf part of'their practice..'
< N

[} -

: 4
24 -‘Transfer of patients to those who specialize in these procedures.
. .

. 3. Reduction.or elimination of irsistancéfat surgery by physicians;

- on. patients,not their own o ”Jf o . 2, T

"’ )'. Lt - . ...‘

4 Our prelimlnary analysis indicabed that a significant number of physicians ;
RS 3 % - r‘

are reducing the 8co e.of services they provide to reduce nheir malpractice
Ny . .

we' 'haﬂre analyzed énade available by the Auditor

‘-
P ) t

premiums.; Sq{éwy data

hét

General 8 Offiﬁs, shows S S
X i . L . ; R
. » ! - . B
de. 21% of” respondgnts_to this August 1975 survey (53 of 252 useable _ : o
N " E . L' - s
S responses) said they \had reclassified theﬁr practice for 1nSur— LT
) ance purposes nnq an a ditional 19 without4$eing asked said they ) Ef‘
s -~ i RS . f\ . ’1 %
’ . ‘ LN
R - : ;‘?’ 7 ‘v ' ',."-_ $ o 3 AN I3 l_?, . .»
- '\2 ) . . { 94- \%3 i - .y ;
o o - 90 o
-~ - ¥ . s '. [A .
g . ‘ Yol e, . . N o
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N intended to-do‘so,in.the future.(é) " ‘ _'- Y » B f'
. -’If responses are adjusted for those who expregsed inteht to L
T ' ¢ ' I g S L
o ’ S " T 1
. reclassify in the future, then 29% of all respomndents indicated /

they(had or would reclassify. their practice;“

- Almost half of those indicating practice change were. ﬁﬁ’(i;\\*
o ' . LN | o

physicians and these constituted about half of the "Yeés" -~
responses. " Most famiry physicians 'said they were reduiing/ ' B Aﬁ
\ surgery and. ohstetrics. ‘Other. g;;ctitioners who' gave reasons ‘ - ’
for reclasaifying their practice also indicated they we;é; fdr ' o
the- most part, reducing surgery._ -.iv ; ‘»f( o . ;; . ! .
Those who reclassified were ‘also generaﬂly oidsr”gh;; thbée_who ‘
. did not. f e . T
:: Physicians/infghe areas already impacted by ra;e increases were
" hore inclined to reclassify their practice. .. -~é‘ - . -
- Although the respdnse from rural areas is small physicians inv B rY

; nonmetropolitan statistical areas Were more inclined to reclassify

« - ~

than thqse 1in: metropolitan areas. ¢ .

L= Most of those who reclassified were doing littl;§£urgery (i e.,

.* earning less than 5% of gross income)
' i

Y
> »

.th <Average malpraétice premiums repres§hted about 7% of thecgrosd

.

»a : '
income of all respondents. Those who were already hit by rate 3,
. L0 2 ..

. increases paid an average of llZ of gross income for premiums.

, » l, € . —

B )
e Prcmiums'as’a perﬁent of’gross income wére.higher for those\in

RN
- - -

.metropolitan‘than nonmetropolitan areas. '5g Ag ]

| Most of these findings were validated in the more recent and'larger samp;e

: > -
©) In ‘that” Survey a similar percentage (197).of the c

e\

, survey conducted by CMA

respondedts said they were limiting the spectrum of services: they provided to

LIV -

o o ) R y _ . - -
- . 9;}'». - 95 . B N



" ' -. 4
v El 0 . o

. 'lower their premium tate. About haIf of those who said _they reclassified were ~

'faaily 5\ysicians and the:"Yes responses from this group were almost half oF [
7;?_cga;espondents.f Also those who limited their services were older than those ' (
‘;who did not and thosé injnonmetropolitan areas are more.inclined to limit their
ff b‘spectrum of services than those ia metropolitﬂHLa;eas.

-~
.- ®

: . ‘
S . Lo

N .
' i L
4. h
Another important indicator of praetice change-by physicians is the extent '

*

. to which they have chahged insurance premium clas? to lower rates. Preliminary A7

B

st is . .
-’_,';dara su&plied by-March & McLennan, insurance brokers for Argonaut Insurance‘.ﬁ \/2;
F:- _Company*W&ndicates that lBZ of the physiciéns who reneWed their liability : <
-insurance subsequent to the May l, l975 rate increase changed their premium
slass (239 t; 1823 renewals). Most (602) of these were-{am;ly physicians o

! c e N

‘_—;‘eliminating or reducing surgery and obstetrics., A significant number of general T

- ‘- N o *
-

surgeons and orthopedists also changed class (20% of 239 lOZ each), but many L

: v
L - -

f thesg changed back to their former class after the slowdbwn "\, ‘ }

© .o
K}

reliminary data ﬁrom Johnson & Higgins, brokers for the NorGal Mutual L
¢; program, ihdicates that abod“i!éﬁ of thosezwho sWitched coverage from Travelers

e v O
'if%ovemberrl 1975, changed premium class (abbut

i to the do‘&or-owned coﬁpany aﬁ

400 of l 200),¢ Most of these c aas chﬂages also were by family physicians :

. 6) . Lo o S
R ucin or-el natin sur er and OB. S PR S - .
; m g g_y. o T A 7 ’."

. Y -

Most county Medical Societies who responded to our survey report changeé

Tt T S
R Lo .
S

LN
N

s to limib the spectr&m of services provided as follows'- . fg ‘ S . )
. . L NS v - o, i ! » . : n s . Lk
e Butte—Glenn (161)* L 4 limited speatrum of services' . A
.-;’ ) v A- -_-.- 4‘ . . e‘] .- . - » .
. 'Tulare (160), T S some cuﬂtailment of surgery, S N
' . ' ~ " , anesthesiology ahd OB by GPs .
T ‘ " L e 5 oo S ST 4
. Shasta—Trinityf(l30)*: .. - several no‘longer_assist in surgery-
- e ,‘ .‘ ..' A,l : “J -'r_.‘ ) .'_. ‘ ‘, . A‘ o - . -_»' . . "T "‘ _< 'r\‘ .
PR : A . - — ' B A ,‘ S e St AN
’ SN oo .'f .. d S L4 e ." oo ‘."-
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Humboldt—bel,Norte (138) '} about 15'physicians have limited
. ‘ their regular services to lower
{ premium rates

= . A
o ,Mendocino-Lake (78) a number have changed premium
: : L L . . . ¢lass but it is hard to tell how
o > dero , ) - many. Some are reducing surgery
' and OB- . ‘
. ' )
Siskiyou (23) "_v', 2 eliminated surgery —- others

S - considering additional limitations

Ve

Lassen-Plumas-Modoc (égbﬁg, *\8.limited services to lower

4‘\»5' _premium rates
LY ' -
) Tehama (18) ’ , 1 limited surgery
¥ Merced-Mariposa (95) . 31in Merced reduced surgery and
o _ ' - obstetrics
Placer~Nevada (130) * - GPs reducing surgery and obstetrics
T . - (QB—GYN man dropped OB). .
N N ¥ R -...‘ i . .
- Imnyo-Mono (17) -, : - 4 GPs have eliminated obstetrics
) . L " ' and '"have become virtually unavail-

able to assist in surgery on other
- than theéir own patients"

SN
Napa (140) r : several have changed their practice
to reduce premiums-' :
" San Joaquini(360) > L 50 have limited their services to
- - . o . lower premium rates .

" .-Yolo (168).° some GPs reducing surgdry and OB

Stanislaus (278) \' "many" physicians have changed
‘ . ~ premium class reducing surgery,
- v obstetrics primarily
s ) ~ ‘
Sonoma (286) 5 reduced scape of practice to

reduce premiug,rate

San'ﬁuis dbispo (139) ' ’GPs have cut'Out surgery and OB
San Mateo (675) o | reducing OB - 7 g
Mendi:ino—iake (90) . . a number have changed class ' . .
S Marid (320) ' there has.been restructuring of .
/ . o .practice by GPs and family physi-

. : ' - clans to reduce premiums




o

_ medicine but had also resulted in "too much caution."

-

‘. ) » ¢ . Z
~"Santa Clara (1,465) - . 50 of 72 responses to survey (7%2) -
. - B - said they eliminated (0B, ‘39 said l
they gave up major surgery. Most -
.of these are GPs. There are 275 U .

‘ < f*,(g“' C “GPs 1in Santa'-Clara; “therefore about’ .
‘ ‘,151 of GPs: are redu¢ing scope of - .
l services. s . CT

- ——
M 5
.

Thus, preliminary indications from surveys of physicians, insurance company
3 T
data and. surveys of Medical Societies indicate st perhaps 10% to 20% of
7 o
Northefﬁ;@alifornia physicians, mostly family physicians _may be changing_the

scope of services they provide to reduce premium rates. ,/ - '

Patient Care . . ¢ . T ‘. =

. .

_The oveawhélming majority of\&uditor General survey respondents~(lZQjof
205)° noted that the current malpractice situation had® resulted in increased

use of lab tests, xrays, consultations and hospitalizations.either as a pre—

'cautionary measure or to document a diagnosis gand that many7of these procedutes

lwere not medically necessarY’ ) a / k* . < - .

Other important effects ‘on patient care noted by physicians responding to

. r

the Auditor General's Survey were that the - doctor—patient relationship was \

negativelycaffected due to increased mutual suspicion, rglugtance by physicians

to take risky cases, and their increased tendency to view p tie?ts as potential

adversaries. Some respondents noted that (l) care may not be continued for -

those,who'question treatment; (2) too much' time is taken-to explain the risks
f T . - ' . ’ . - N . ;.
of certain procedures and stress potential, complicatioms, and (3) those with Lae
: ~ [ . . ! \ - . * o ~~' )

) . : . % . . . . s
whom rapport is not good, and are viewed as potentially liablesto sue may be

referred elsewhere more readily One physician, however, noted that "in some

ways the recognition of professional liability had improved the quality of /
T ) e

P

¥ . .
- [ ] A

VCMA survey results tend to show that some physicians are inclined to.

change practice by limiting the number or type of patients they'treat‘ .

%




.‘ N .' ) ' . X | y ‘; . . » ../\ .
s - R L ; e S C : ] o
Many, in both the CMA and Auditor General Survey, said they would cut'down .
' . - , : . : DI T
treatmerit of Medi-Cal patients.. The tendency to limit practice appeared

. greater amongst ear, nose and throat men, anesthesiologists, obstetricans ani ,
T %peciaihzed surgeons. Our med¥cal society sdrvey resgpondents also Indicated

« ! . ’ N
" that "higffrisk"jpatients may not be treated and referred elsewhetre. :

. _ e
Impact on Medi-Cal . ' x : .
0 i ; . . - . -

i ' . )
importaht-potential effect'of increasedpremium rates could be to

- AI -

vcrease the d/.[lsparity #Ween ftes charged to private patients and thoefe

-reimbursed by\the state for Medi-Cal. ghis could result in a decline in 'ﬁ

- physician participation in the program and thus a reduction in the. availabilw

. - R / B

ity of care to Medi—Cal patients."Physicians are unable to paSS'the increased - }
: ; .

cost of professional liaqility on to the Medi—Cal program because reimburse~

Y
v’ ’

ment i based on hysician charges made prior to l97l Thus, -1t"is reasrnable .
s

©

fb expect- that intreased- malpradtice raqu\will exacerbate the problem of fee- bl

N
fér-serVice physician provider reluctance to participate in the- progngm

.

The apparent rg{uctance of physicians to accept Jew Medi—Cal patientd

,./

" was documented before malpractice increases in a CMA survey taken du ing th

end of. 1974 where 12% of respondents said théy deﬁinitely would dot acceptfa‘/ <,
(

new Medi—Cal patient and about 25% Baid hey "probably" would not accept one.. 7
& A

A telephone survex of 200 general practitioners and internists conducbed X

by the Health Department during iate March and early April of l975§§befpre -

\\. =

rgte increasas went into effect) revealed that it was considerabl Zasier ﬁgf

" a new private patient thah a new Medi—Cal patient to get an dppoi ent. - About

N

" 80% of the physicians were willing to see a private patient and aboutsAOZ were

.

willing to see a Medi-Cal patient. Despite tkis apparent reluctgnce’to take h

-

né(/patients, prelimina;y’data on provider participation im“the Medi -Cal '

’ N K‘ ”
program shows no recent statewide major downturn in the nxmber of Medi—Cal

N . .- —

‘. ,’) ) v."V - . . ‘ Af " . “r
. B -95 99 co :
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»

' physician’providers. Preliminary analysis of ‘data supplied by Medif«"

‘ ‘intermediaries, the State Hedlth Department and the Hospital Council qf.
S v C " . U . 4 e
’ r&giifornia indicates the following ~ S & v et )
« % =~ Between the years 1973, 1974 and l975 the numher of pa}tid}paﬁ :.v
T ,04' physicians, claimszind payments ‘have increased in ‘each’ year.\ It

should be pointed out, however, that this/data does not inclys g

i ; -payment for most services provided dur ‘g the last quarter of l975. .

’

Q:j f_ "In %he metropolitan areaé’affected by the May 1 physicians slow—
. k’*. ~ down “(f.e.,. San Francisco Alameda, Contra Costa): . -
Y ‘,“ 1. physician.visits and payment drop abbut_lOZ when. compared to . -.
géf;.""g - - * the previous quarter, but then increase substantially during ) o
Y, . ) » : co o . - - a7
At o . P ' P oo
Y -~ the quarter following the slowdown; . , °
' ! C . ‘ -, T boTe 4
. ’ "2, recipients of“physician services after the slowdown jump to .
. LN - ] -. . o ’ . - . \ ?
. : \prior lev ls, . . - - DU ’
‘\\'( 3. the number of first visits (which are a partial proxy f°F.E!§ //// '
X

A

142 between May and the preceding ~ ..'d
- » !/\ S
1 .

ring the post—May quarter to'a lev

%afients) ‘dropped abou

. quarter but increased
s ]

- substantially higher than the pre—slowdown period tending to oo h

. : indicate a willingness on the part of physicians to]treat new
1} . . S

b Medi- Cal pabients, : , . ) i_fl{’ o

] : r : 7 ! R 7 N ) . -
the percent of -new to total visits goes™ down very slightly

(€ during the slowdown.period but during the post-slowdown - : '

. ) . . . - . . \ .‘
- : -’period‘is even Higher than before the slowdown. ﬁ S
. h ; . - ¢ ‘ . ‘.
‘ ‘, ¥ -Even though community hospital occupancy dropped in San Fgancisco' N
~ 7 _ . .

¢ N W aﬂd ‘the East Bay during the physician slowdown the’ percent Medi-.

Cal,of their average daily patie?t census did not decline indicating

- * L

;fu that Medi—Cal patients were g treated differently than private

,

\1.» ‘, . B V. -.—“ ) . '96 ’100




.' .

’

.are getting access to physicians and in thg

5\

dy Area‘recipients and visitq

~ Since this data base 8 :
. : L

uring and after November 1975

show no continuing downturn after the slowdo
not inc ude.gignif#cant data-frqm the period

(ratetincreases affecting 23 non—Bay Area Northern California counties and.
AN ) N

"‘all of Southern California), it doe?_uot proﬂde a, basis for asSes?ix}g the 7

-

:statgwide impact of malpractice increases. In addition, changes may.have

ccured in some of the moreyzgral areas impacted by Ehe May 1 indrease which
;are “too small to significantly/affect statewide data. v : ,
.;ore recent data”frqp surveys of physicians and.medical @ocieties since
malpractice premiums 'Q;eaSed tend to suggest: r . ff v . o l‘
K 1. 1in urban éreas there may be some shiftinéfof patients from those
v ., e;who may‘no longer'be seeing new Medierl ‘patients to those who P -
:: - are still willing to accept themzr7fp; :‘ ‘:. N y.a.

AN N ., .
obstetric care, o
" v . . ¥ .

stetric care 1 made less availFble,to

v . -

q . .. £
In more rural areas -access t«

7

-'tée extent. family physicians reduce their- OB ca;e .
" . . \ 07
-.creas;;%hEir reluctantg to see Medi—Cal patienta because of low reimbursement

Vrates wpich equal about oge third the private patient fae This theoretically

~ ~

would increase the orkload of obstetricians in these areas generally and

»

- \
-

bécause they are even more busy with‘private patients, make them eess inclrned

' o R ¢ . ' ’ . . o . ’ R

'to accept MZdi Cal st 2] _ '} - ‘ : A ’ »
o D - : 1. - :
/ ~ Medical societies indicate increased réluctance of phjsicians \o accept 'r‘/

~, . RN

Medi Cal patients.‘ Following is a\pfélihinary $ummary of: respj?ses to oux

| L

. suwey/> - ’i,v' SR *
. % ].. . . . . ¢

b . e ( &
AY . X 1 : [
) . ., o

a4
.




ol e . " . T :
. « W . e ', '
. -San Joaquin v o 200 of 360 members refuse to accept
Coe S ." "« o Medi-€al.- Physicians are less willing
_ ~o, C ' to accept them than before. ,Only

, }: \” R : physicians are  specifically taking

‘ ' . - new Medi-Cal.. Trend down: in accep

i ' ance of Medi—Cal :

v ', Placer-Nevada ~ Very few taking new Medi-Cal. GP
Do L R ‘ not taking Medi-Cal but specialists
L . ) o are. ' Some are referred to Sacramento’
- o ‘ : or go to Roseville Hospital emergency
’i> : L e ) room Physicians are very busy--4 -
s . o = . week wait for private patients. None B
. B T ¥ w111 take new Medi-Cal in Auburn 9&ea.x' :
: . : R . Nevada Coynty doctors’ taking feger
Se . s patients Some go to emergency rOOm <
. ‘ v Fewer OB services avallable. OB- QYN
PR - ’ not taking Medi=-Cal “in N¢Vada County
v . _-’Most not taking Medi—Cal. Mhny are « °
\ P - N not taking new pa ents‘ - .‘/
) ; Yuba+Sutter-Colusa ‘ ' The number of physicians taking private
- o zlﬂ‘f,r . . Coe ) patiénts is normal but Medi-Cal is low
- Y . ' In Colusa only vne physician will
T deliver and.about’ half doctors tak@ .
: . np Medi-Cal (6 of about 12).

ChieG/ o ‘ _ SRR kave refused td take new Medi-Cal.

,* . San Luis\Obispo L Few taking new Medi-Cal - Only 1 OB

takes Medi- CaI

PR 2
’ r‘ \mmoldt—De; Norte Y Dif icult’toufind énysician who hds been
_ O . accepting Medi-Cal sincé November.
B - "' S h " . ~ Multi-physician cliniec. accepting 1 .
- e A ' o Medi-Cal for every 2 non-Medi~Cal — -«
. : T T v '7 physicians are taking new Medi-C )
. o _ _ r * plus an additional 7 through theé(al\\\
. ) e IR . _clinic waiting list. If there.is no
. e . : _ relief in the Medi-Cal payment struct-
' . - - ure, patients will have.ta be sent to
~‘5; . Y other areas for treatment .- Afiticipate
P : S - cloSure-of County Medical Center. )
. _Shastd-Trintty . mst not, taking Medi—Cal -2 GPs will
: ‘, . | ) . see¢’ Medi-Cal. Most speciaIiSts will s
. : \\,stake all patients? &

oo - - Mendotino-Lake 4L Many are becoming yoré'selective-abont
' v . - : — Medi-€al. Access-to care ¢could be
o : - . _ A problem in Lake County. 2 OB men ‘mear
s ~ - b , ' FQ{t Bragg not taking Medi-Cal.
X . . B N . I .
‘ &l’ h . 0
y . = lt . . . . 98' ‘k . J

.““ . ' , ,.
. .0 o, . : RN L - o , _‘ x - :
[ - . - , : . . N 1%‘ : . ' . .l : . ) :.h'
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¢ L . -{/ ' .
* Merced-Mariposa . : -Medi?Cal i¥ serious problem. Primary -
.. sl f : )/ care physicians will generally not see ‘
L e o " théem. Only 2 will. . Many go to the
C . ) clinic or are treated -at Merced Gom-
.o , _ ] - . munity Hospital. MeYi-Cal OB care is
: : b e v . -a very serious_problem. Hospital .‘4
‘ ’ L _ : anesthesiologists will only'treat Medi-
) : ) T Cal emergencies, Medi-Cal has been
problem for the last year to 18 months.

. - '
. Lassen—Plnmas—Moéoc—Sierra: 4 have rerQed Medi- Cal. Decrease én
- .. . . ' ' " OB serviece in Modod and Sierra. In’

' Plumas, physicilans. are treating them;

s

. ' . . [ N "
v Siskiyou : . .Many are requing to éccept Medi-Cal.
N . C r. . One or two in southern part of the
' e o till taking th
; | county are ‘s aking em*4 .
.+ Tehama L Most not taking new Medi- CaI " Trend
, - . o on acceptance is —down. ‘//< '
. /- ] . R .

LA *San Benito_ ) . v  Some speciallsts prefer not to. take
’ co Medi-¢al. ., ’

[

- _ -~Jolo < o Reluctance to take Medi—éal has in - o
) i ‘ creased since;ﬁalpragtiee rates went up.
: " I . . . A N T . -
. San. Mateo - ) : Physicians have generally not been
oo r e fwilling to take Medi-Cal. Medi-Cal « -
/} o ' : * -OB patients are referred to Chope
. S . ) _ . Hosgital ‘*Many will only take Medi-
N . L ) . . o Gil on referral. T -

. - e

“
-

. »
p Santa Clgra ) o _ In response to a survey ‘of 752 respond— ¢
* - . > : I\ ‘ents, 110 physicians said they take no
: : g BN ‘ -$ new Medi-Cal 113 said they reduced their -
. ' Medi-Cal; 22 said they discontinued all
Medi-Cal, and 31 saiy§ no new patients.
_ . Obtaining, OB. care is becoming a serious
.ot B problem.* Trend- in acceptance of Medi—'
Y S , _v,Calisdown { .
B - [
Marin® - Less than 5% Qf physicians willl take-
: . new Me#1-Cal. Only 3 GPs. cialists
\ . ,usually. také Medi-Cal on errdl only.

- Medi-Cal patients arg~Sent to San
T . "Francisco or to the few physicians who -
) » - . }bstill see them.\ "

N\ . Stanislaué : ) R Very few physician _accepting Medi-Cdl. .
. . o ‘ ¢ Only 5. Many patients~go to. emergency '« <
R . ’ Ly room. Trend in accepting Medi-Cal is
' ‘ [4 . down. Some go_to Scenic General Hospigal.

<
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.

Inyotﬂsnb o : - +lor®2 phyaicians from Mammoth
T - Lakes have eliminated Medi -Cal -patients
- - : froﬂ'their practice. . : -

- ’

. Napa - o - 10 taking Medi-Cal. . | )

P AN

) * Sonoma . o . /B'Emnny faking Medi-Cal. -
‘ T s Sacramento . _.Many Medi-Cal patients are-calling-
. . . ) T for referral and’ physician willingness
. o ‘.~ . to accept them is becoming,more of a
. problem,: . -
)] - . . ° ., . . i * * .
o ' ‘Butte-Glenn" - . 10 have refused to dccept Medi-Cal.
. o . : + " Particular problem'with OB services.
: o ' t ' . e < . v
' L Alpine : . e 0 Malpractice problem has made it more
: . o - difficult to get care for Medd-Cal
e g : R especially o8, No physicians in
- . g : l B /‘ .Alpine, but care in service -‘areas
~ T et : less available. ,

-~ N

VA -+ Calaveras * “ ' .1 doctor doing OB.., edi-CalJpatients
. AL ' can be served through local hospital.’
i. : . El Dorado.y ) About 89;,o£’$h;sicians not accepting
e '/V{ L , ’ ‘new Medi~Cal. One GYN 'in Placervillp
' - T ' '  Will see Medi~Cal. OB particular
> ’ : o problem." . :
~ . .- . . J . . ,
' o ﬁ‘ Tuolumne ) - . ;J' ‘ '-Maﬁgi réluctange to see Medi-Cal.
. LT . ~ ‘ T . wifl not accept new ones, and*they
) ; ... ' go to the County HOSpital. 0B a ;
U T ' > ro- _ problem. ' -
¢ ’ o N ) ' Y - T ‘ﬁ T w I‘ .
i Thus,_although recent: statewide evidence of the impadt of malpractice .
) . . . * . o
R premiums on physician provider participation statewide is inconclusive, physiﬂ/
~ cian surveys and reports from Medical Societies indicate fewer physicians appear
E ' !
'willing to accept‘Medi-Cal patients. On the other hand, Q;eliminary evidence
. o N
from San Francisco and the East Bay appears to show no downturn~in ;ecipients
T or Visits_ o v - . R R . . T
C R : . " ) - . .
© Availability of "Care [ - L . . - T
'6. 2 . ki . . , . ; ' ) s -., . 7/\,

Preliminary;evidence.indicates'that’rural areas, moré‘heavily'served by .- .

« . . \

*  family physicians, are more_severely impaeted by changes in the.scope_oY" .

. . : - ‘,‘_. - /., -‘ ."" ‘k' . - ' . . ., P - . . / .\. /-
2 " 3.- S . :‘ ‘~- -
. ’ L 3 -

O T C . . ~ . .
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physician Practice most likely making syrgery and obatetric ca}e less available.
3 . -

. These are the areas primarily affected as willf)e premature retirements and the

areas having tragitional problems attracting physicians. ,

A third of all CMA survey respondents said that. changes!Fﬂey were making

-
>

or planning wouild affect thé availahility of care in their community. However,

-

‘about 602 of the non—metropolitan nespondents said they were making practice.
AS N R . -

changes and half of these tétal respondents (almost 85% of those making changes)

v

. . L4
said the changes would daffect the availability of care in their areas.,

¢ s : '
s Some of the affected rural areas are_also~éhose subject to recreation and

vacation influx, and have small hospitals which may’have already been or could.
. . ¢ ) -, 1

soon be affected by, changingpractice.patterns. According to the President of ‘
| N

N

the Inyo—Mono Medical Society.

',(\ o "Nbrmally many skiers. inJured at: Mammoth are treated in ?ishop;

- and these are the people who will be treated yin a first%aid
fashion only and sent on to Los Angeles or other areas for
definitive orthopedic treatment which they could very well have .
had except for the malpractice crisis. "The recent slowdown in : o
orthopedic surgery has considerably reduced the hospital census

_and the Board of Directors and’ Administrator\anticipate short . - -
work weeks and/or lay—offs in January," o o - ’

The Secretary of the Lassen—Plumas—Modoc—Sierra Medicdl Society‘cOmments:

[ S 4 ’ : . -

. "...several of our small hospitals in the area are inidanger of
closing--and it is difficult te attract new doctors to’ replace R
those who have left.' -

P

P - (/-‘. ¥

- ' oL
"In my ‘opinion, Me®i-Cal patients 11 be the classification of

v patients who suffer most (due to malpractice’ increases) It is - 3
-~ : very difficult to find a physigﬁan n our area who has been.
' accepting new Medi- -Cal patients sinde.the first of Novemh ... v
o . The Humboldt County Medical Center 15 scheduled to close before »
' _the first of ﬁhe year.‘ Therefore, there perhaps will be some s

_ predict at thi time. ,If there 1is no\Trelief in the Medi-Cal
. " payhent ®trucfue; then the Medi- Cal patients will have to be



~ , . s . - ~
L -

. We have previoualy shown that increaaes in malpractice rates appear to

.have had an important impact on the,availability of’obstetric care., Family
,physicians are reduqing deliveries and some older OB-GYN specialists appear .

to be dropping OB practiCe earlier than they might have. BOth these trends,
™
when combined with the large difference between Medi-Cal reimbqrsement and . 4
: : '
private fees, increase the reluctance of physicians %0 serve Medi—Cal patients.

v

This problem hits rural areas hardest and suggests ‘the need for other formg of

- -~

., OB services in rural communities. They also suggest the desirability of estab-

-

lishing different rates for rural communites to the extent they are actuarily

justified In the Bay Area, rates for‘Shasta, Trinity, Solano gnd Siskiyou

-— ( . s ®

Effg/ F ' : ’ v X
R .

d [:he most direct-impactﬂof mAlpractice rate hikes is that they increase -

counties are about half those charged in Alameda and Oontra“?sta.

e, \i
the P ysician'g’cost of doing- business which in most cases 1s passed on :o TN

. private patients in the form of .fee increases.{ Respondents to the Auditor
: 2 L v ‘ Y S
S\lGeneral's survey indicate that fees have been increased between '10% and 30%
' . \ ' \ .

toTcover.malpractice costs. ~
rl

(9

A July surve¥y by Johnson and Higgins indicated that Class I physicians

e

(i e., family physicians, pediatricians, internists and other low—risk
specialties) would have to increase fees ranging from about 10% in Yolo County
to 60% in Del Norte, with most indicating thevrange would be from about 20%

f . .
ato 30%. For higher risk specialties in Class Iv- (4. e., obstetricians,

o anesthesiologists, neurosurgeons) the anticipated increase ranged from 12%

q‘(.in.Yolo to 98% in Fresno, with most indicating a fee increase between 30% and’
Ve . ‘ . * . ’ a R *

, 8&. —_ \

" i fdﬁidelines wereudeueloped~by the Santa Clara Foundation for Medical Care
. ‘;to“help physicians. compute fee imcreases necessary t& pass on the cost of

: - . . _ L T Lo oo .

‘.’ . o R R ‘

. AN R . o s ’ N
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premiums to private pa;ienls. EEEAfxample, a low-risk physician earning a

“gross income of $80, 000 with 20% of his gross depending on fixed-fee' patients

4 \ . ‘s
~—
.(d.é., Medi Cal or Workmens Compensation), facing a premium increasexof $3,600, <

woulihave to raise his fee about 6%. An anesthesiologist facing an increase
. a \ .
of $l7 200, earnfng $80,000, with 20% of~his parients fixed—fee, would have

(10)

" to raise his rates about 27%. Those physicians with the smallest gross

income and heavy fixed—fee patient responsibility face the greatest problem

+

-

raising fees . o o : e,

’ -

2 , ¢ . ) . R . . . . ' .
Most physicians appear to be passing all or part of the 'cost of increased

» . -

malpractice premiums on to their private pagients. Almost half of the respond—

ents tb6 the CMA survey said they had or were passing on the cost and about a

fifth had or were p1anning to pass on. part of “the cost._ However, a small,

but significant percent, saild they would absorb all the cost.
. -~ . E
, A number of physictans have chosen to drop their %nsurance rather than . (

pay'increased premiums. In'the 23 .¢county Travelers NorCal Mutual area this

r'could be as high as lb% of those covered before the rate increase:(lg) "The

)
-

*CMA survey reports a smaller statewide percentage of those going without insur-
_ance but when combined with those who said they intended to reduce their

* coverage, the percentage is slightly higher than the NorCal non—renewaIs.'

¢

’ . . ) v . -
'Physicidns who de not obtain coverage face the risk of losing hospital privileges.

. . R - o ‘.
, particularly in rural areas, are permitting doctors
[y -’ +

e (e.g., San Benito Area). = ) ' , W

1;L Location ' - - o

However, some haspita

,to practice without coy

Potential Effectsﬁon\}hy -

’ California is heavily dependeﬂt for its physicfln supply on migration of

?young physicians who ‘regeive their undergraduﬁée medical eddcation in other

states. It trains c mparatively few medica’ gtidénts but many students Fn . *
,\ :
4
/

educated elsewhere come to California as house officers (i e., interns and
" % N . ) " "'_
o’ . . ‘ )y 3 .\' ‘ ) - ] ' '

| 103 FQ7 Sy
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residents). California also.doea well in retaining its own medical school .

graduates as house officers.‘ House officers also tend to locate their

" (12) C f>'

practice near where they take ;esidencies.
" ‘e nd . ‘ ) ) . 4 ‘.

. Any significant shifts in migration of physicians to California or out-

- migration of'h0use offiCers or other pr&cticing physicians could have a major
impact on future supply of physicians in the state. Preliminary, Kut‘fragmen-
tary, evidence indicates that no major shifts of physicians has yet occurred

which will affect California physician supply in the immediate future.

' 4

: Information supplied by the Board of Medical Quality Assurance indicates that.

N
i -

.
]
i

< —= . new physician licensees in Califormia during 1975 eéxfeeded that
| for l973 and 1974; ’ R
- requests .by California licensed physicians for endorsements to

practice in  other states has not shpwn any significant ingrease;

the percéntage of out-of-state physicians licensed to practice
. ‘ ! z :

in"California shows no decline between July 1974 and December l975‘

. x more California hospitals offering residencies in . l975 were matched
G e ring resid R
with residents they chose than in 1974 and the’ percentage of«thoae -

.«

.residents sought by hospitals who were matched increased successively .

. . . r . + :
in 1973, 1974 an@ 1975; (3 i , -

- a sample, of third—year Family Practice ﬁesidents, surveyed by the P
. N . Y;." . . . . ‘11 . . . .

. . ;
Health Departmenth Health Manpower Development Section, indicated
. .

: that the. gyerwhelming ohoice of those who ‘had decided on their, :”,
.practice location was #o remain in California (261}f 3l had‘ﬁbt\ . N
yet made a practice choice); (14) _7 -

nu! . -
- - >

= attendance at December FLEX liCensing -exam in Los Angeleﬁfand

[y

San Francisco was not significantly lgw%r than the attendance at

« ] : . f
previous lic ing~exaﬁh. s ? . . o o
B : . . R : . | ST
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‘rates and may not be l%kely to folloy ehem in the future, Also actions taken

- 2% . . . PR .
« d R : . L}
J

and Pennsylvania ($1 644 and $16, 334) This may ‘indicate that, unless ‘f.;"
California experience changes substantially, future rates here could grow

disp}oportionately compared to other major'states.v However,.conpanies o =

o -~ s ) .

writing malpractice insurance in.California have not folIowed ISO suggested

-

by. the legisIature, influencing claim cost and the structure of the malpractice

insuradce system, may improve California 8 rate position compared to that of ~— :f

L3

,fq;her Qtates..

' Quality of Care

o . - :
o, A : s » —

With present data and future uncertainties, it is very diff\crlt'to .~

.
-

speculate~about the effect of liability increases on practice location decisions.
It is likely that medical scﬁﬁo\\graduates are looking and will look seriously
at the "practice climate" which e;ists\in a state in which ‘they ‘might like to

locate in the future,and‘this decision-making process is sure to consider mal-

practice rates and experience as well as income expectation and other factors.

'However, many ‘may be impressed with the future uncertainties surrounding rates

-

and not let this factor alone loom too large in their location decisions.
1 .

' : . s ' :
A recent Rand papér has reviewed the effects of medical malpractice

7). The authors suggest that:

1ssues on quality of care.
= 1if malpractice premium differentials cause fewer medical school
graduates to enter surgery this would be a social good since

n

many surgiQal procedur -are.unnecessary and the extent of
~ *

surgery depends on the-n ber of surgeons in an area; -

- high premium rates which discourdge part-time practice may
improve .quality if part-timers are not practicing enough to
remain c0mpétent or are older and may be less technically com~

betent... However, discouragement of part-time practice may also

v
)

— B ‘o

A DY
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It is importantxto note that the impact of’ increased liability insurance

.on location patterns/may lag. Also some new physicians may feel that some\ R
a sol&tion will be found soon or- that the situation in California will be no |
worse than other states in the future.»
.- An importanl‘indicator of the possible future impact.of premium increases
_isthe differential between rates in CalifoSgi:'and in other states. A survey
of State Medical Societies. conducted in June 1975 by/fhe AMA, revealed that
; for $100, 000/$300 000 limits the only state with higher premiums for low and
high—risk coverage than California was New York, but since increases in November
1975 and January 1976 California premiums are now probably higher than the New
York June rateJ (15) California s June rates for low—risk coverage do not

.

compare unfavorably’with those of the 9 other most populous states.' Forwﬁigh-
. risk coverage,~most of the large states were lower. Philadelphia Area rzé
'were/comparable~to‘Californiafs. Those'infthe.Detroit Area and in New Jersey
were somewhat lower, with the:other large‘states considerably_lowefi‘lG? ‘Rate
increases are pending in a number of large states and the‘situation seems to
be ertremely fluid in terms of rates, companies providing coverage and types-
of coverage provided. .The gituation is. furthér complicated by - legislative
enactments in many states which .must await review byacourts and juries.
One possible indicator of what rates would be in the variousfgtates if
: based solely on experience is the suggested rates of the Insurance Services
.office, developed from the experience of reporting companies aroqnd the nation.
.Suggested ISO rates as of January 29 1976, for California are substantially
'highex‘than for other states. For example, for $lO0,000/$300,000 coverage )
suggestedﬁrates for .California are.$o,074 for loweSt risk'coverage and $49,417u

for highest risk. The next highest rates are those suggested for Michigan

(84,287 and $34,883), Arizona ($3,703 and $30,159), .Florida ($2,925 and $28,9202

i 106 ,—/ .
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affect Compéfent young'female‘or academié physiéians;

- highApxemiums will encourage less surgery %y.fhﬁilylbractitioners
and Egzg,by surgeons. ﬁIns@far as the surgery performed by.
family practitionera is of poorér;quality than that performed by

- surgeons (this is the accepted belief), then the level of quality

‘ .

df_care will rise as the general préctitiohers‘are drawn 0ut~of

the surgical mapket;"
- certain types of ipécialty caréfmay béqﬁgatively affected by
high premiums which enéouragé_physicians either ;oiincrease the |
ﬁumbér of risky procedures to.inérease their 1ﬁcome ér to:eliminate
those procedﬁres altogether. This could fesght either in ufineces-
sary ;urge;y or iq'reducing.the availability df_certain sérviées
and(incr;asing‘rigk ﬁquggieﬁté-;ho might haQe to be transported;
- if phyéicigﬁs are encdu;agéd;o join health maintenance orgahiza£ions :
- . (HMOs) rather thaq'solo practice; this could result in-;fight
_improvémént in quality'sihcé ﬁMOs "probably.deliver élightly better
care, on the averagé,‘than does the.fee—for—service syétem."
- fhere is-little.evidegce éonéerning tﬁe impact of so-called
:"defengive medicine;loh qualiﬁy of care. Increésed tests or
- : procedufés may or may not Be necessary depending'on thé criteria"~”;‘
‘applied to.evaluate their utility. According to some process
rcriteria, too few procedufes may be pérformed}
- effects'on‘the traditional 50ctor/§atient relationship'ﬁ;y'have

positive or negative results: To the extent it encourages patients

'to take greater personal responsibility for their care, it may be

a social good. o
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2

that certain types of c,re may be less available as a result of malpractice
. , % ,
- inspired premature re'ir ents, and changes in the spectrum of. services

available. Also, the Splifornia Academy of Family Physicians has expressed p
: it w ;
concern about the impact;of-premium,rate increases- on Family_Practice in

rural California. 'In recent correspondence, the Executive Secretary.of,the
. \ /

/

. Academy‘noted' s

e are deeply concerned about the impact on the fiedd of
.- famlly practice. Our residents throughout the state are
", expresging concern over spending a great deal of time ‘
~ train ng, particularly in such areas as OB, when they won't ° ~
~ be able to include this in their practice. This will hit B
areas hard because these are the very areas that
re the broadest type of training and service." (178)

If family practitionexs are discouragaifromﬁdoing procedures.they are

technically, competent‘to perform, then the level of care in-the cpmmunity may

/ . o . ‘_:
be reducedhazp inefficiency encbyraged. However, reduction of_certain surgical -

- 3

procedures by part—time, less technically competent practitioners in small
. 7 ;

hospitals, may have positive effects on the" quality of care, particularly if .

more technically competent specialty care is available within a reasonable

. distance and is accessible. Also malpractice-premium increases inﬂrural

/ -~

0y

enough procedures to maintain a higher level of competence. A negative .

S /-

féct could be that some minor surgical proceduras could be referred to
5

. ¥

Stant specialists with resultant inefficiency in delivery of care,
/ o 11')
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a’dnconvenience ‘and increased costs.' In rural areas with few physici Ans “to cover

o L ' . ) ' Ki ! - . 'y S 7 . ¢
.o .ot T . R N
~“ - . . " . ]" .
. RN oY .
. ‘ . . - o

RN e
-large geographic areas (which _may be snowed in, during the -winter) * and parg- -~ '
time practice, harﬂships may occur which’ call\forAcorrectiye action. - NN
‘ s : : o

. L
KN P .

‘Effects on Physicians Assistants D T s ) p

. .
¢ -
u

. .
‘Data obtained from a 1971 AMA survey suggests that malpractice premiums y

\s _
themselves ‘d%ot significantly influel%h);sicians will!ngness to utilize ‘

allied healthﬁpersonnel in their office. : ' E
-~ . ) : . ) \

. [} :
The current premium rate structures themselves appear not to be a

e

N

‘barfier to hiring of PAs. The. Doctor-owned Mediftal Insurance,EXchange charges

~ . ™~ ) '> ! ’

$l24 extra a year for covering a Pé, and Nortal and Travelers charge nothing.

‘Johnson and Higgins, brokers for the Nchal'Mutual and'Travelers plans

' A
indicate significant increase in recent<applications by physicians to cover
PAS.j ‘
‘ LY
- / R
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¢ [ . : \ - [
_ . ' .
, . . -~ .
»/ a :
J [
’ - - [ 8
. £ .
v \ :
ot r
A



'Conclusionsf N BRI __' R o —_— . g

~ . Our pfelimigary analysis, based upon statewide surveys focUsed primarily
-

- -«

on Northerq California dhta, suggests that major increases in magpractice i

- .o .
/ ] . < _ ., - e - <
rates haver~ °© p .o : S * ~
?,, ;o . . o \
. L. ‘not yethcausedéa major movement of physicians out of\Salifornia'v/f
2, not yet caused'reductions {n the ‘annual number of new physieians’
. | S
v 3 - ’\v o

licensed to pr‘ftice in the staﬁe )

e

: 3. not yet caused reductions in “the - number of out—of—state licensee@
; 3 . :
4. not.yet c?used_an increase'in the number of,endorsements by . "'ﬂ“
. . , ST - Fod
o  California physicians to practice elsewhere; , - o | ‘

5. 1ot yet resulted in encouragini/gpaduating?California family
\ . .

'practice residents-to'leave Caiifornia and set up practice elsewhere;
6. not significantly reduced'physician willingness to utilize

physicians"assistants; . _ /

7. not yet resulted in significantly reducing tbe numbe

- .
providers serving Medi-Cal patients up through Novembe.

of physiyian

N

1975 ' AU
. . . ‘
¢ 8. ~mot resulted in significantly reducing the availabi ty -of physician
- . care to Medi-Cal ?atients inﬁ%an Fr&hcdsco and the
. 4 SESE o/ ‘
« the May physician.slowdoyn;
& .

ast Bay after

o

. T o - S -
9. 'apparently_not tesulted .in discriminatory treatment by Bay Area

[N

" physicians of Medi-Cal patients needing hospital care during the

May_physicians' slowdoWn;) X
lO.‘Hhrobably;encourageiprehature retirement of_a few, but not an oyer-
whelmingly large nhmher of, older physicians——many'pf_whom may

" have been.practiCing'bart—tineﬁ : :/
. ‘ . ' | - B
3 B . Ve

. . < 110 .'_”.4. 3




15.

‘ surgery is reduced and l‘ss technicallyhcompetent physicians are

17.
18.

19.

~ caused frust ation among family practice residents who are

’ resulted in increasedexpression by physician

: . v : ) L o
patients from family physicians to surgeons and obstetricians; ¢ f\

K . ; N
pédbéti?- ighificantly affected!theusp’,trum of servicés provided, ’f;c
L Q iculdrly by family p;;ctiszohers,;many of whom indicate ‘hey : 2
have reduced surgéry and obstetrics and‘by other specialists who .
a%pear to hav% redueed\surgery, ’ . h _“Aﬁg' - - - - T

vo { N - . )
3

discohraged £ *m performing obstetrics and other,procedures for

~ A RN .
¢ _ .

. which they received residency training, T T

4

tain rural areas, *

probably reduced the availabilitytof care in c
v . ‘ N . -
4 . nL
particularly obstetric care and serviceg to
L . \ : . . "'."

' di;Cal‘patients; Y (
R S .

of their unwillingness
. . .

to accept new Medi—Cal patients and reports by Medical Societiés

(O

and public officials that few pﬂysicians in many Northern California ‘-.‘

areas are accepting Medi—Cal patients without referraqu

. -

!-
potentially improved quality of care to the extent that unnecessary ‘
v - v w

»
4 L . "

discouraged from perform&ng surgical pr0cedures in poer facilities'

« "‘o 'y

N
resuIted in increased costs of %ervice rad§ing from lOZ to 30/

for office visits to primary care physicia 8 and more for surgery
and specialty care.‘~Most physicians a(pear to be passing all on\
\

part of their increased premiumxcosts onerfprjggta\patients,-

- s

encouraged a small ‘but significant number of phy icians to practice

.’

"~ without insurancé'(probably between 5% and 10%).

probably in metropolitan-areags stimulated a transfer-of certain

caused many physicians who have hot made- changes in their practiCe

r ) - (:—~<

to consider doing so_if rates continue to climb; - »g. o, ‘\\\_/



Y ] - R ) L - u . - - .- . r‘; . ) )
' . . . . . v . . LY . . - ) . .
.‘\ ‘ ‘. : . . 1Y " . _,; " e . ) . . ) )
' 420, probably, to a minor degree, helped increase the attractiveness : f
. .. - . . i TS ‘s
e of ciosed practice settin 8 althou h sslary increases were probably
- » \, A

a“more importgnt inceqti te to. those moving t6 mﬁlifaiy service

\ than the disincentive og hig‘her premiums

.’ ‘In sum, available evidence suggests that malpractice rate increases have
-~ -

B not yet ‘caused significant reduction in CaliTorhia physician supply, but appear

) on the availability:Fcost and quality of care, particularly in non-metropol tan
v’;reas. These effects shouldube carefully monitored so that/their impact state-
; ‘wide and-in particular areas of California can be. appropriately asses;ed .by .
.'policymakers, . _“.' . ,- . | ':_ Aj? - | nkf
'Policx'I}nplicAtions '. | r S o R | S | v

[N

)

)
. R
R

. vsome having inenea;;d their fees~to_absorb increased costs‘and”some having
. made'practiceaihanges'to reduce'them, Many_are probably hoping for some
,legislative relief vhilekthey ponder their options.forﬁfhenfuture.‘ If rates,
. chtinue rise substantially, then\increased medfcal costs and- perhaps more
-

ubstanti21 practice changes will res:it.
)
Even though Med¥Cal recipients are obtaining access ‘to care, it does
Iappear t t many\physicians are becoming more re1uctant to treat- them . due to

'increas gisparity between fees'charged to private patients andi&)di Cal

-, reimburgi ent. Consideration should therefore be given to bringing Medi- Cal

7

PhYs cian reimbur:pdznt;gore in line :with charges paid “to private patients.

" E forts ‘should al de to -assure that obstetric care is availnble to

- -

4 . l .
S vthose in rural areas. In some areas increased use of -nurse midwives could

¢
-

fill this need. | , - - ‘

In~addition, consideration should be given to making the rate strJEque-
. X .

‘Many physicians appear, to be riding out the initial malpractice storm, o

¥

’ to have spurred changes in pi?ctice patterns with potentially important ef%ects'.'

BN
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r o
. ore. ﬁlexible to not discourage 1) rural and_part—time practice by competent

’ysiciansa 2) family practice physicians and other specialists fqém doing -

e . ]

prochures they ate trained and technically - competent toé do,‘and ) 'h'

! v
Lo 3) new physicians from locating in Cali{ornia )

. \ *
Recommendations for Further Résearch ' : o l g
——— L ’ .
A v ¥ . e R y e
~§‘. .We recommend that'the following research be undertaken?to more thofgughly
A ' = ‘ t ? - o ‘ = - ' “
document tab'effects of malpractice rate increases: S 4 -
) B 1. ‘moni;or trends in Medi Cal physician provider participation and _
N ~ & Y“ ’ A .
in thair acceptance of new Medi=Cal patients to deé@ mine‘if £

‘shifts i availability andaccessibility off care is occurring,

2. monitor rends in Medi Cal patient census in county and commynity

Tee Y

hospitals to determine if Medi Cal patients ar€ being increasingly

</ admitted to cdunty facilities, : - i
? L 8 ‘. : . ‘ < .
- 3. " mogdtor trends in selected surgical procedures and obstetrics by

spécialvy'and ﬁ?da to determine if changes in numbe;‘of procedures
or in type of physician performing these procedures is changing;
4.  compile and'analyze statewide data .from malpractice insurance

_ , 4
\;:::) o companies on the extent to which physicians are changing premium

8 - ~¢lass and why; - . ' 7 v . o

' - -
S
w v . . .

5. collect and analyze data on selected surgical add obstetric pro-

cedures to, determine  if any reduction in number or change in
physician specialty performing them;
6. analyze data-from recent Californpia phys

¥ ‘ > . 4 ' 3
accompanyling survey .to determine ch

an relincensure and

es in supply and distribution
of physicians; \_ A C

w

7. ’'to the extent possible, complete and analyzekdata'on residency

v

location choices of interns and-residents to determine_if.California




4

\ ﬂ) i:;> is as atfractive a place for chation as it has been in the past;

8. survey California house officers to determine their practice
& R
~ f 2
-, choices and, the extent to which malpfractice may significantly
..“*\ ' - . ' ‘ .',&J *
influence‘that choice' -

B . " e '~__ e . : . . . . )
\\\\ 9%

monitor malpractice rates in other states. Apparently no‘ central

-

.. ) ES ’ . 7

repository exists for collecting rates by state';

1.0. -develop a: continuing survey of physician practice patterns on a

1 . —~

sample basis to- detect changes over, time and on a timely basis.

/ S - C .

-
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12.

13.
14.
15.

16.

-’ : . IR 'FOOTNOTES 3 - \\,

Report of Booz-Allen Consulting Actuaries contained in Joint Legislative
Audit Committee, 0ffice of the Auditor General, Report No. 265—

Doctors' Malpractice nsurance, December, 1975, p. 16‘ . :

Op cit. Auditor General's Report, B, 22 o ' o -
Family physician as used in this report includes general practitibners
and family;practitioners. I o .

-

'This survey was taken in August before premium increases actually took

effect in most of the state. = . . ®

Sample of 1,000 with 778 responses compared to Aﬁditor General s survey

‘with a sample of 540 and 270 responses.

. .
- . . -
.

Reduction of surgery by general practitioners is not a new phenomenom,

'but has been gpeeding by rate increases.‘

CMA SocioecodLmic Report February/March 1975.

Our survey respenses are supplemented when appropriate by data from
January 1976 Health Department telephone surveys of Medical Societies_
and rural health officers or their designees : .

-

'California counties.

Brokers for the Travelers ipsurance progrjm in_23 non-Bay Area Northern

Material prepared by Dr. Robert D. Burnett, President of the Santa Clara
Foundation and sent to Foundation physicians.

This is the number of non-renewals by physicians in the area.

from the state who Jxemained thgre. California also ranked- 35th in number
of l973 entering medical students per lOO 000 population.

‘It is dmportant to .alSo note that the. numbér of residents sought by

hospitals declined between 1973, 1974 ‘and. 1975

A survey'pf all third—year family practice reSidents is now underway.

See Malpractice in Fogus., The American Medical AssociatiOn August 1975.
[4

Following is the ranking of the states by population California New York
Pennsylvania, Texas, Illinoif, Ohio,‘Michigan New Jersey, Florid
Massachusetts. e . ™

-

Robert H. Brook R.L. Brutoco and Kathleen N. Williams, "The Relationshfp
Between-Medical Malpractice and Quality f Care," October, 1975, p. 5526j
The Rand Corporation. *> . : S,

.
'

115 .
/ . ' ) ;0

4

Amdhg the 40 states with medical schools Califoruia in 1973- 74 ranked o }
8th per 100,000 popubﬁtioh in total number of house- officers and. o
house officers from another state, and 13th in number of houge officers e



17a. Letter to Author, January—i& %976
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As méntioned earlier Arggnaut ‘charges lower rates to rural county.'

; physicians. NorCal Mutual is now considering such a plan. Both

the Medical Insurance Exchange and NorCal Mutual plans provide for
duced rates for ﬂart-timers. Medical Insurance Exchange and .
Cal Mutual ‘provide for a 50% rate for the new physician during
~his first year in practice.

.
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“"cautious to distinguish betveen the concepts of needband démand : Need is/j

(. 4 - L 4

- '

. 3. THE IMPACT OF NATIONAL HEALTH. INSURANCF;,, ¥, 4;
. 3 . _..v L r L Qfﬁ ; 2

-

a - . < - . .’

The‘optimal,policy with respect to the support of and igfl@\Zpe on the..~

training of-physicians Sygfhe‘State of California in response to the passage o

r

in preparation for the expectedlpassage of National Health Insurance will depend

= -\ ' S 4
to a considerable extent on the following factors: T t
& ) v . -

1. iCuirent'Demandbfor Physician Services and the Capacity . to Provide

o

! » . : ) . ~
Them T - : t

2.. The ParticuIar‘Form of the National Health Insurance Legislation ‘

Enacted ' '/// , - T
3. The Responsiveness of Real Consumer: Demand to Changes in Financing
Mechanisms )

) . . . . _"‘ “ . " .
4. - The Capacity of Physicilansg to Resp£nd to an Increased Demand for
their Services . . . | | »\\ '\ ‘ T

. 3. The Influence of Supply Characteristics on the Availability of

~'Utilization of Services.

\ P
We will discuss each of these factors and wé willvalso provide preliminary

o projections of the utilization of physiciaﬁs services and the capacity“of

physicians to provide services following enactment of National Health Insuranc

V' 1. CURRENT ‘DEMAND FOR PHYSICIAN SERVICES 4 . : '
- AND THE CAPACITY TO PROVIDE THEM '

Estimating current demand or predicting future demand for physician ,

.
. ¢ s {

e.

‘services continues to rest on the tightrope between art and scid.pe. Few areas -

o : ' N
cause more disagreement than. such proJections. 4 \};j - "

- g
- o S
. "

' In.attemptingﬁto detetmine demand for physician sexvices,.one*must be _?:

-~

estimate of the. quantity of medical services that ought to,be consumed in orde

[} S e : " ’ Coew 2 .’ '

ke

-

LY



. . . '
A L . . ‘. :
-

", forfarpopulation to. be as healthy as medical services can. make them. It"isl‘ _/fix

-

-based on the opinion of physicians or other experts. These staudards change és
¥ i V4
[ 0y

medical knoWledge advances and as concepts of adequate medical care, are revised.

~
- - 4

" The need, as estimated\by experts,'always exceeds public demand for medical

services. o R i - Lt e

The demand for medical care relates to the actual use of services.' Demand

arises from a variety of factors, partidularly'those perceived by the ‘consumer .

——
as important, and ié backed up by an_ability'and willingness to pay for health
serviCes. - ;‘ ./‘ a .

. because'of the need.to-estimate physician requirements with a reasonable -
® degree of accuracy,.a variety of methods have been developed in recent years
thg\ have produced widely different estimates of demand for physicians and.have.
“identified different geographic areas as possibly underserved _Thevmodels most
" generally applied'to ;brecast physician requirements include:- . .
| ——approaches based. on professionally defined,criteria; ‘ !
‘ ——methods based on current utilization rates of health services by a v“
- defined population group with access to comprehensive-health services, By
' as exemplified byfgroup practice —Qprepaid‘healthlcare plans;
’ --techniques using physician/population'ratios;4and | .,~
Lv—eeconomicfmethods; including econometric,modeling; » o
’ Y b . o . 4
’ Eorfthefpurposes'of ourldiscussion, we will emphasize the—complfxity of :A:

'attempting to estimate demand regardless of which méthodological approach is

v

fchosen, rather than describe the:specific elements and problems associated'

S with each model L L . ". .

Demand is determined by the interaction of mgny variables which are often
as difficult to meéasure as demand itself. " In additign to the‘individual pref=-
erences and socioeconomic status of the congsumer, demand is a function of the

'-ﬂ d . ’ . . ) - " £
118 ];,;,2

v




‘organization of the medical care, the numbers and types of available prac- '

titioners, the,prices,of'services, the scope of health insurance benefits and
‘the'impact of malpractice. o ..

3 ]

Demand for’ medical care services cannot be easily separated from the

supply of‘health manpower because of the importance of the,physicians in

-
v

determining demand for tare. Since physicians play a central role in generat-

r

ing demand for their own and related health services and are encouraged to

3

provide services by the economic inccentives of the fee for service system, -

the medical care system iszcapable of absorbing” increasing number of physicians

- ! -

into desirable urban areas while, at the same time, making access more difficult

for people in rural or less attractive urban areas.

'The market mechanisms in medical care do not function to properly balance

the supply of physicians and other health persorinel with the demand for services.m’

In response to this failure of the market mechanism an.increasing number of )

+
i

Federal and State’policies to addresskhealth manpower issues have been developed;

while financingppolicies have remained unchanged._.It is interesting that more

and more attention has been focused on the role of the medical school.in meeting

the problems of-geographic and specialty maldistribution, when one of the major -
culprits, in our vieﬁ, is the.current physician réimbursement policies based
on usual and customary fees.' ' .

There are three flaws in'the present system of physician reimbursement
. . i i .

in_most private insurance programs, as wellVas in'Medicare and MediCal. First, .

bphysicians who do procedures, whether these are surgical or medical, suqh as

B

. gastroscopies and. electroqard&ogrﬁﬂk are compensated at far higﬂb; rates than
f

physicians ‘who devote their time to basic, primary care services. Second,

v

i
urban based physicians receive higher fees than physicians in small towns

A ' L]
‘ é

and rural areas for identical services. Finally, there. is no reasonable way

\,

) A : “




]
1

to control thé cost of physician services or those services or those services
~ directly controlled by the physician without increasing regulaéion. ‘This will

lead to more and more effort on"the part of government to regulate both the -

fees charged by physicians and the'servicés they render. . . e

Accepting the structure and components of the'qédical care system as

A

st&tit'facilitqtes the estimation of dgmand for services by allowing projec-
tions based on the curfent tennnology, the organization of servfces;Amethnds

of financing and patterns of utiliiation, Sﬁbh projectioné are limited, -

howevér, because’of‘rapidly changing,teéhnology and the dynamics of the system,

" . especilally in this period of incréhsing national concern regarding access, ®

cost and quality. The national Eommi tmdll to equifable access to health care
as the right of every citizen requires that estimates of demand be‘%djusted.to

[N

account for current underutilization of medical care services. Tﬁé‘critigal

issue in identifying;underservéd populations is.the'development of criteria
3 e N ' k ‘ . B
which.are sensitive to the complex érréy of f%ctors which limit accegsibility

«

to medical care services. Defining the area Lnd the population to which such .

R .

criteria are applied is a second eritical dec%sipn'since the types of areas

. ) ‘ LT M . ‘ ‘4 . ‘ L . X .
chosen (such as market, area vs. arbitrary pol#ticaliboundaries) will yield

| | \ I S
substantially different results.. y o

Even if market areas of available services could be défined,‘measures

such’ as the-physician/population ratio, whenbapplied to such areas, have in-

. ‘herent iimitations in identifyiné populafions to which access to care is

‘ , i _ . )
restricted. First, a consensus has yet to be reachéd on a ratio which

.

repreéentsAan adequéte physician supplylto meet the population's medical care

(%
©

needs. Moreover, a population's needs are a functiop of a unique combination

of variables just as medigal manpower "shor;ageé" arel a reflection of many
factors, including population density and p%{ capital income. = ‘ . )

v
v
[
b
LW}
~




: - . |

Rural underaerved areas vary greatly from one part of the country to
. .
another in the demographic and cultural characteristicB of tyi people living

in the area, ‘the extent of poverty, the . importance of climatic factors, geog-
raphy, the size of communities and the local resources that can-be brought to
'bear on the problems. Criteria originally developed to detect rural health

manpower deficiencies often are not appropriate for identifying urban under-
. served aregs. Since these areas are-usually pockets within adequately

supplied--or even 0versupplied--urban areas, the criteria applied‘must account

Y ] g

for very different factors than physician to population ratios. " The factors

which limit accessibility of inner city popu]ations, and thus cause them to

~
be identified as underserved involve a complex array of socioeconomic and

8 .

cultural problems associated with urban inner_city life which are often more

¢

' compelling than the unavailability of health peofesstBnals and other_health

»

care resources:' ‘/
. : AT . , .
The demand f%r; medical care by‘, population and the supply of health

manpower available to that population are reflected 1n the utildzation of

medical or health services.‘ Studies by Held and ﬂgdnhardt (1) have found

7

that, on a national basis, the medical care system tends to respond to demand T
in a manner that offsets differences in the physician per population ratio.

o . 2 - . . . :
‘Earlier studies' by Reinhardt ( ) revealed some of the reasons for this. « By

seeing more patients;per hour andiper day,- working longer hours and employing
more paramedicalzpersonnel, physicians in areas with fewer physicians in

‘relation to theipopulation-compensate partially for their fewer numbers. By

these means they may see twice as many patients in a year as their suburban

counterparts. Patients in many of these areas do not'wait any longer to see
R

a physician, whether they are an old or a new patient, than do people living

in areas well supplied by physicians The.highet-fees charged in the more
v o ‘
S 121 ] §‘~



attractive locations allow physicians to meet their income aspirations while

seeing fewer patients and working shortér hours. ' Because physicians decide

when their patients will use various health services, an oversupply of'physi—

cians tends to generate an overutilization of other health services,.including
inpatient hospitallcare. To date,'there has been no evidence of a‘-saturation -

point in the physician market. . s ' S
N . ' . . ’ . - ‘

The recently completed National Ambulatory Medical®Care Survey also showed
virtually uniform rates per person per year for physician office visits.across

‘the four maJor census regions of the United States. One of the questions that
canqg; be answered“by this data, is how well these people are served In'spite

' of this, the stJdies do reveal great flexib’lity on the part of the medical
¢ . : ‘ . ’ ,
care system to respond to demgnd and they raise serious questions about some

c—
\

of the current methods used to ‘estimate needs for physicians.

22* THE PARTICULAR‘ FORM OF THE NATIONAL
HEALTH INSURANCE LEGISLATION .ENACTED

Many basic issues must be faced in defining National Health Insurance

IS

proposals. There are four of those issues which will be of particular im—
portance to the determination of manpower policies. They are (1) the services
to be_covered (2) the extent to which patients share in costs, (3) who 1is
eligible to he paid for providing medical.carelservices/and the mechanisms‘by

which providers are reimbursed for services provided;‘and (4) controls oveé

~
~

aggregate expenditures. We will use three proposals to illustrate the re-

sponses to those issues. They are the Comprehensive Health InsuraneefPlan

(cifp), the Health Security Act and the Long-Ribicoff Catastrophic Health
Insurance and Medical Assistance Refori Plan.. ,
CHIP was the proposal favored by the Ford Adninistration. It would '

require employers‘to provide private health_insurance‘with at least minimum

¢



: * : . : s ' e .
~levels of. comprehensive coverage for employees, assigt low-income and high
- ~ «
medical-risk populations to get basic insurance coverage, and slightly change
. ¥ .
the Medicare‘program. The employee plan would have a deductible of $150 per

fperson and 25% coinsurance, but total cost sharing was limited to $l 500

. - _
annually per family or $1,050 per ‘individual. The assisted plan would’have

1

similar maximum cost sharing provisions but with amounts reduced according to
‘individual or family income. Medicarelco-payments were'slightly lower than
RS

those for the employee plan with an adjustment for the low income aged.

' ~

Coverage wunder’ CHIP was comprehensive including inpatient and outpatient
hospital care, up to 100 days per 'year in a skilled nursing:facility, physician

- services (excluding'preyentive care for adults), dental care for children§under

l3_years,-eyeglasses, hearing aids, eye and ear'examinations fof children under .

thirteen, home health care up‘to 100 visits per year, regulated fertility
. AN . . . . ’ .

related services, and limited mental health services.- Standards for providers
would be similar to those under Medicare with provisions made for expanded

.participation of optometrists‘and dentists and establishment of standards for
A . . - B .
. . \ .

physician ‘extenders. Reimbursement-rates would be established by thd states

according“togFederal procedures and critieria and the option to -enroll in pre- e

paid’practicefplans would be encouraged. No specific reference is made to

aggregate expenditure control in the legislation but the approach taken is one

’
-

of dependence of cost sharing requirements for employers, employees, states
" and the Federal government to limit those expenditures.

The Health‘Security Plan has been particularly associated with Senator

~ Kennedy and Representative Corman and supported by the AFL-CIO. There would
be/po‘co—payments for covered service ‘which would be extensive. They would
include hospital services, skilled nursing facilities up to 120 days per'year,

|
physician services including physical checkups, dentists for children under age

123 . s




Ll [N
PRSI I S

¢

fifteen with specified plans for extension to age 25 and eventually the entire
population, fertility related services, home health services, regulated opto—

énmetrists services and eyeglasses, limited prescription drugs and mental

L

P 3
’ !
e
L2

health services.

Standards for providers would be the same as under Medicare, but with

. . . . )
additional requirements. Physicians wodld have:to meet national standards.
E and<major‘surgery could be performed onh&.be qualifiedlspecialists. Physi— (
“cians and other providers couldyreceive re}mbursement by fée-forfservice o
based. on a fee schedule, per capita payment for persons enrolled,vand full—
or part-time salaries. , Health:maintenance organi;:tion and médicaL society
| foundations would be encouraged. A;national budget-would‘be established

whose growth would be related tq changes~in the‘Consumer Price Index, pop-

ulation, and the number and capacity of providers.

+

The bggg;Bibicoff Catastrophic Health Insurance and Medical Assistance

Reform Plan is a two part program. The first part has the same types of

3

" benefits as Medicare, but payable’ only when expenses reached spedified cata—

strophic,proportions.' For example hospital coverage would begin after 60 days

of care Gith a $21 per.day corpayment. Personal services would be payable,after
a family had incurred $2,000 in medical expenses in a year and include a 20%
coinsurance. The total coinsurance would be limited,to.sl,OOO.annually’per
”person. The Medical Assistance plan(would apply to families uith income

Sbelow specified amounts, which'vary by family'size, regardless- of age or
“

employment status of‘head. Those persons now eligible for Medicaid would

automaticallv be covered and the plan would also cover families with incomes

..
El

above the.specified limits under a spend—down provision £hat would take into

'

“account both family income and medical expenses. * , *

s . ' N o
s . - ) ' . . . . 2“."',
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Other provisions are basically the same as under Medicare. However an

effort would be made to encourage the improyement of priVate health insurance
o RN ‘ < «\ .

plans. o g S ‘ ¢
3. 'THE RESPONSIVENESS. OF REAL CQNSUMER DEMAND
TO CHANGES IN FINANCING MECHANISMS

Pnojecting demand for physician services under alternative National Health.

Insurance schemes requires d/;ermination of how utilization will be altered by

¢ .

.currently active consumers and increased for underutilizers of services.

‘\Among the most 1mportant factors influencing the change in demand for physi—

-
'

cians services are.

~-the proportion of the population covered by surance and government’
. - f

programs; ’ . . o

. —~the scope of services covered by insurance and government prégramsy
) . ’ ’ 5 '

--the extent to which coinsurance and deductibles are utilized to con-

. - -

7

‘strain demand; v .o

~-the response o0f consumers to the change.in'praice or a give health

) + . 53
3 ) . e .

“*dare service.

, A first sstep in determining the impact of a Nationa ‘Health Insurance.

the out—of;pochet expenditures by individuals. The Soc al Security Adminis-

tration estimated that 76% of the United States civiliapn population were

.

‘covered for hospital care'under private insurance'ﬁlan at the end of 1973,

75% were covered for surgical services and in—hospital physician visits, 347
"~ for physic1an office and home visits, 10% for dental care, and 6% for pre-

scription drugs.( ) Private health insurance accounted for 35% of-hospital
. . : .E . .

care payments and 37% of payments for hospital'servicés and 247 of . the

-
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. -~ payments for physician services.(4> They also estimated that 10% of hospital '

care payments, 39% of paymej;s for physician services, 862 of payments for

dental serviCes and for drugs and drug sundries came directly from the patient

ih fiscal year 1974. Government paid for 38% of expenditures for hospital care, -

.

247 for physician services, and 8% of expenditures on\dxugs and drug sundries._‘

s

: Medicare and Medicaid each provided about 30% of public expenditures. (5)
:  An expanded Federal'role in-financing medical care will have diEi:rntial

- effects on different services and in different geographical areas.,. hough

[

a smaller/pxoportion of Californians under age 65 . see ed to be covered by

private health insurancelin 1973 than persons in the United States as & whole.

.

.. . - ' . / )
(Table III-1) The imgact of National Health Insuranct may be less than in other

’ (U » . \
areas because Of the‘scope of the MediCal program.
. o

e VQ' \ N TABLE IIT-1
‘ ‘ Health ‘Insurance'Coverage in California and thS United 'States,b 1973
). jjpe.of Coverage{ £ '_ v ‘f Percent of Persons Under Age 65 .
. : California . & United States
Hospital . 882  90s3
'\l “ Surgicai :, . t R B : 76.4 _ ’ . : 85.6 | | Lo
Regular Medic;l s | T . 75. 9l

. j Major Medical o . 48.3 FEY ¥ ¥ S

Source: Bureau of Research and Planning, California Medical
. Association, Socioeconomic Report (August/September 1975)

However, the ‘Medicaid program in qalifornia has wider coverage and
gre§€¥r benefits than programs 1in most other states. In 1970 the ratio of -

Medicaid recipients under age 21 to poor children was 0. 55 for the Un ted

3
- States and 1 33 for California.' Medicaid payments per poor child were $69 for

!

'the United States and $168 for ‘California. Similarlvk(he ratio of recipients,

)
K - .

, E . 8 . * , o
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age 21-64, to poor adults was 0.61 and 1.73 for the United States and Cali-

A . ’ !
fornia, respectively, while payments per .poor adult was $250 for the iteA

. I

g States andv$672 in California. (6) Not oqu is'medical coverage more /Jcompre- - -

dilt - N . .

,_hensive than in- most other states, Californianspspend more money out-of-pocket
for medical care than do residents of most other states. Accqrding to estimates

"of the Social Security Administration, jout 25% more per capita was spent on

personal health cate expenditures for Californians in fiscal year 1969 than
the per capita expenditures.for the entire4Uni;ed States population. 6utfof-
! : - ."‘ .‘ ' . , . : ‘
- ~pocket payments were about $135 per capita for California, ($102 per capita

for the United States, and falling as low as $55 per capita for Mississippi.(7)

.The exact number of persons 1n California “not covered by private insurance

who fail to satisfy eligibility criteria for government prbgrams-is unknown,
C § i \. . ' .
They would be the temporarily. unemployed, farmers, small businessmen, #nde-

<

pendent profgisionalik‘and low paid employees or independent'workers,.whosé
only.option is to purchase an expensive individual health’ insurance policy,"

Y .

\\\ and women who are not wage earners but have priccipal responsibility for
caring for thein'families1 Wwhile an expanded national program would inttroduce
hospitalization coverage for these persons, a greater potential for improved -

coverage of the entire population exists for surgical services and othet:

.
N % Lo
N

hospital baSed physician services. Furthermore, the greatest roomiéor expag:ﬁ
\/ )

sion existh for the coverage of ambulatory physician care and specialized
¢

services such‘as dental care, prescription drugs, optometric services, and.
mental health services. ' , ] : ot '
. GiVenfqhe degree to which coverage is ekXpanded and improved, the inCrease’

.
-

infdemand‘will_depend on the extent to which users of health care desire to ", .

~—

increase'their utilization when'provided:with reductions in the out—of—pocket

payments they must make for that use. It is possible that the desired increase

~




:
.

in ambulAtory'services will’notvoccur because of inadequate supply. This could
‘lend'to.rationing through a variety of'mechanisms'such as delays- in appoint-
ments, longer waits in physicians offices, a reduction in the time spent with
the patient, reducing the revisit rate, and/or handling more cases over the

telephone or by hospitalization. The degree tq,which these 'jechanisms will

be called into play, in California is unknown: In economic terms, .the response

depends on the,elasticity of.demand_with respect to price.. That is, an elds-

»

ticity of -.50 indicates that a 50% reduction in price would lead to a desired.
increase of 25% in thefutilization of'services. Without going into details
,at this time, it is enough to say that there is considerable disagreement -

,among analysts as to the probable elasticities. Kimbell and Yett have re- -

cently prepared an extensive review of the empirical estimates.(s) There appear,
<

- to be variations in the responsiveness for different categories of health care
services, and between different population subgroups because of socioeconomic

f tors. For certain types of care, such as, hospitalization, physicilans are .

the primary decision makers with respect to the quantity used. In other areas,

‘such aS<dental care, the patient plays the primary role and is more sensitive

iy

* to direct ‘costs.. . . P

A recent study by Newhouse, Phelps and Schwartz has provided estimates

of the impact of some general National Health Insurance plans on the demand

t

for services.

We . will summarize their finding
l.' A full coverage plan for hospital inpatient services would expand .

¢
v i ‘.

« demand bylapproximately 5%.to 15%. The anticipated change’in demand
A . . : o b ' 4 .
_for inpatient services from a 25% coinsurance plan would be between *

0% and 8%. Inclusion of a.;mall deductible- ($50 or $100 per year)

N

, L ?

would cause an iqcrease‘in demand for ho pital services little dif-

ferent from that {of full coverage. S ey

8
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¢ 2. ‘Fbr ambulatory physician services, it is conservatively estimated

that a full—coverage plan would increase demand by 752 and that a 252
\-7 . maximum coinsurance plan would increase.demand by 302, A quite.small m
deductible (such as less'that $50 per person;per year) would not_likely //f%'j\

.

have an effect on demand different from'a full-coverage proéram;

' -

However, a somewhat larger (but still relatively small) deductible, is

likely to influence demand markedly. Unfortunately, the exact size of
tgz deductible which ‘'would begin to haver~dmarked effect could not
be specified. .

Redently HEW estimated a short-run increased\demand for outpa ient ser-

vices under National Health Insurance of 25%. (10) In addition, HEW has made - .

estimates of the overall increase in heaf&h care’ expenditures which codld be

expected in 1975 from the enactment of specified National Health Insurance

(11)

proposals. With no National Health Insurance plan, expenditures were = U

*

projected to be $lO3 billion. ‘The Administration plan, CHIP, was estimated
~ to lead to a 6.3% increase of expenditures to $109.5 billionm, the Health
Security Act was estimated to induce a 13/ increase of expenditures to $116

'bi]lion, and Long-Ribicoff was estimated to lead to a 4 3% increase to $107. 4

"

billion.

In Canada, the effect of comprehensiye coverage of physiciansf services
: ‘ . » ’ E] R ) . . <
has not been pronounced. In Quebec, for example,, the introduction of uniform -
compulsory health insurance for physicians' services increased demand by only °

~ 2
7% between 1971 ‘and 1972. -The extreme variation in,these feindings makes it S

difficult, at best, to reach agreement of how a Nationil Health Insurance

scheme will influence demand.
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4. THE CAPACITY OF PHYSICIANS T0 RESPOND TO =~ -
AN _INCREASED DEMAND FOR THEIR SERVICES

hlthough we cannotocurrently project with certafnty the magnitude of

change in demand for services under National Health’ Insurance, it is likely

\

. that such a program will further increase demand fgr services. Whether_thisﬂ

increase in demand must be translatedTinto a need for additional physicidns
depends in part'on the size of- the already projebted supply and in part on .
. ‘ X R :

the ability of physicians *and other -health care personnel‘to expand services.

~ The nationwide increase -in medical school enrollments since 1970 has not yet

. . ‘ . - \

had an impact on thetotalsystem or office based medical care because-of the

length of the training process. .
Y .
The potential impact of these enrollment increases is evident in the
HEW projections of future physician supply. 1In 1970, there were-263,200

‘graduates of U.S. medical andosteopathic schools classified as active physi—

- cians. * This number increased to an estimated 291, 500 in l975 and HEW projects

[

-~ -

" increases to 314 ,800 in 1980 and 429, 800 in 1990 The active physician to

. population ratio increased from 129 2 physicians per 100, 000 population in

1

fl970, ‘to. an estimated.135 7 in 1975 and it is expected to increase to 147.5

-

in 1980 and 171.5 physicians per 100, 000 population in 1990 If the present

Fd

rates of Foreign Medical Graduate (FMG) immigration continue the number of

-_active physicians, including U S. and foreign medical graduates, will rise

from 323 200 in 1970 to 446, 800 in 1980 and 59&5800 in 1990. The physician o
to population ratios would rise from1158 6 physicians per 100 000 populdb‘pn
in 1970 to 196. 9 in 1980 and 236 9 in 1990. Under the assumption that
California wdtild maintain its present proportion of the national physician

=y
supply, its total active physician to population ratio would increase from
1 J .

- 194 in 1970 to 250 in 1990.

. Bro -
K ' 1.8
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The total number of primary care' physicians including general and family

A

practitioners, internists‘and pediatricians is projected by HEW to increase

from 118 640 in 1970‘ ‘to 157, 550 in. 1980 and 203 850 in 1990 The ratio of A

i-per 100, 000 in 1980 to 76. 6 per -100, 000 1n 1990. (12)

*
N\

.those physicians to population will rise from 58. l per 100 000 in 1970 to 67 1

Again assuming that California ﬂaintains its same- proportion of those' .

~ v ~

,physicians, the primary care physician to populatim ratio in the State would

19%.. T o

~

{

move from 75 per lOO 000 population in, 1970 to 90 per 100,000 population in

.
i

In addition to the increased number of primary ¢care’ physicians severalf

other factors must be considered»in relation tq the ability of the State to

'
‘ .

respond to the increased demand for health care services that will follow

enactment of:a National.Health Insurance:plan.

First, recent studies indicate that there may be considerable flexibility

" in the number: of patient visits handled by a physician. The AMA' Periodic -
) Survey of Physicians for 1973 showed a range in the average némber of total

wpatient visits per week for all specialties surveyed from ll3 in the Middle

¢ .

‘AtIantic Census Division to 183 in the East South Central Census Division,

~ L
with a national average of 138 visits.( _) Reinhardt and Held have concluded
- &

from their preliminary analysis of a nationwide survey that there is a remark- L

able degree of flexibility in’ the link between health service utilization and

‘health manpower requirement and that interregional differences in physician

productivity appear' to be systematically related to differences*in heaith
(14)

manpower endOWments.
cians can be related to the number of other personnel aiding them, the time

spent with- each patient, and the orgahizational forms - solo ‘or group - in .

which they practice.. However, we do not have anyfevaluation}of how .the complex

3

The variance in office visits provided by physi— . \\



_ e - ‘ — >
interface between those factors impacts on the qualitysof‘care provided.
. n
. The AMA survey also indicateqd that, na(ionwide, general practitioners

~

o averaged l90 total patient visits per week and internists averaged 127 visitB

per‘week The average number’ of office visits was also far higher for the -

‘,-ova,,.‘
°

general practitioners, averagiqg 145.5 per week compared to the internists '
. 79, 4 office visits per week, (15)“ AlthOugh‘thekrecept National Ambulatory ‘
Medical Care Survey revealed a lower number of office visits per week to gen—"

eral practitioners, ' they sti%l averaged llB office visits per week ;h;{f/ﬂ_"’
internists averaged 82 offgce visits per week. (16) . The evaluatio&—ef the -
State's ability to meet the increased demand for :are, particularly office ) e
based or ambulatory care, that’ will follow the enactment of Nation l Health ﬁ' f~bi
Insurance must take account of these marked differences in pa}ient visits per
week. ‘ - ; ; r R f ) .. ' I . N

- N . .
' .

5. .THE INFLUENCE OF SUPPLY -CHARACTERISTICS ON THE ) -
AVAILABILITY AND THE UTILIZATION OF SERVICES : C S

St ! -t %
) S . .

As the financial barriers to utilization are eliminated, the lot&tion,'

LS

) mix and practice patterns of the providers of care will play an increasingly '

important role in the determination of who receives medical care services and L

€

. the type ofvservices provided Both the equity and effectivene#s of a natronal

financing program will be affected by . those ‘aspects of the supply of providers. )

0ur experienée with Medicare has provided adequate evidence of the impact'
- .

of ‘the availability of services on. utilization. Karen_Davis_has pointed out

o
4

that,~ ' , : ) . . )

Despite the national uniformity‘policy7of the Medicare
program, there are substantial variations in'benefité
» by location. Elderly people in the West for example'

receive 45% more in Medicare payments per person enrolled

> . . .,
-
-

Sl F T o
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" than the, elderly in the South. About'one—fourshfof
'this.difference‘isvaccounted forfby regional_medical)
price differences, yhile the. rest reflects the lower

" utilization of medical servites by the elderly in * -

2 °

areas with few medical resources per capita."Urban;
‘rural differences are. similar. Those eligible'for\ l
- Medicare benefits in non‘metropolitan counties re—-

ceived $280 per per person in l97l, compared with '\ _
(17) o 4

\

$395 for those in metropolitan counties.

‘i

The availability &f primary care physlcian0 and other primary car? pro-

" viders such as nurse‘practitioners is the key to access to health care and it

’ 18 the foundation on‘which_any program of National HealthlInsurance wi ulti-
_mately stand or fall. Any attempt to determinevthe existingnnumber of rimary

care physicians or to projgct future physician supply and requirements 8 com-

v
.licated by the fact that most physicians in private practice are proyiding some y

" - S
- N

primary care services. The recent National Ambulatory Medical Care Survey

.
v .
e -

revealed that 40. 4% of all office visits were made to generél practitioners,

-

26.3% to medical specialists, 28.5% to surgical sPecialiSts*-ahd A 9% to all i

(18) - w 0

other specialists. As recently as 1969, almost 60% of physicians visits

other than those'to hospital inpatients were to general practitioners and less
than 202 were to internists, pediatricians and other medical specialistsg,

Although the increased demand for specialists ‘accounts for part of th&_di&p;ace-

B

fment of general practitioners by specialists, in some areas it 1is, also related

to the relative scarcity of primary care physicians, particularly general and\

family practitioners. These areas may have a relative oversupply of surgeons

-

» and other non—primary care specialisuswho often provide some primary care

services. - i : _ ' ‘;' }
’ . . . . . . . .
M R R . . RN o » ) 4
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| prim ry care.. While sdme physicians felt it wa

ﬁg«ability and stature as complete phydicians, o hers.we

5 informal system of primary care should not be perpetuated The focus of

¥y

;-
9

A survey published by MedicalvEconomics‘of;physi ians in ten specialties
if ? SPec

_reve led’ that three-fifths of these Surveyed were-doi g sbme_procedures out-

ird

L sidevof their field Seventy-five percent of ‘the- spe ialists in rural areas

e

were'providlng primary.care. ﬁPerhaps the most nteres ing finding of the

”

Fo
survij were thﬁkreasons why certain groups of s eciali ts chose to provide

L)

essent al to maintain<their

3

L]
.s(\

motivated more by

¢

. economic factors.' Young specialists who are not yet ful y establgshed supple-

m%nt thelr practices with-primary care. Older 8] ecialist who are phasing

* .

down their'practices Substitute»primaryrcare for ,ome moré demanding procedures.

Physicians in oversupplied specialties often expanp the pgimary care component

R
of their practices. Iaced with the thfeat of malp actice, some specialists
prefer proyiding primary care to performing high risk procedures.(lg)
L_ T
Although these speciahsts may be meeting some primary care needs, this

specialty training is inappropriate for primary care;: and primary dae by

specialists raises the cost of services to the consumera (

°

Specialization complicates the problem of geographic maldistribution

because speeialists and subspecialists tend to settle in areas of large popu-‘
lation concentrations. This tendency is reabonable, since these physicians

‘o . . . LS
need to serve a considerably larger population than that of the primary care

q

physicians if their services are to bébutilized effectively. It has been

R A3
T

observed in studies .of both. geographic and specialty maldistribution that

‘communities seeking physicians are often seeking a primary care physician while

.A’

physicians~seeking pracfice locations are usually ;pecialists. T
Teo' retain access, to sophisticated services and consultant opportunites,

-

+

specialistS‘are atrtracted to dreas near'medicallschools, teaching hospitals

N . L. PN

)
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. TABLEIII- 2
URBAN - RURAL DIFFERENCES\IN PH!SICIAN S PLY
Active Non-federal M.D.'s . /100“Q22\Popula ion

0 , 50 , 100 . 150 “y | 200
cea Rl N /""/// 17 A
Greater - INJY D . : ai—1o .
Metropolitan \\ G‘,'] ,/§B9fi9{}5ﬁﬁﬁ ,4// L ther ?
Lesser NN r;i:://7?j;é:::;/’ AT 3
Metropolitan N $‘ ,/<:(/(<’ ~ ' : »
|adjacent 5 - NI A= S
Metropolitan N NV
Isolated N. L\ NN "V =
Semirural NN 4/4;;;;/ .
Isolated ./ \j;\ \\\K | ¢
Rural  NDNNNIEE

i)
N

Source: . DHEW, Health Manpower Sourtebook Section 18, Manpower in the 1960' s
: Washington u.s. -Government Printing Office, 1964.

Carm

- » L ]
TABLE III- 3

NUMBER AND RATIO/POPULATION OF ACTIVE NON-FEDERAL PHYSICIANS BY GEOGRAPHIC AREA
AND MED}CAL SPECIALTY (PREDOMINATELY PRIMARY CARE), CALIFORNIA, July 1969

: _ Greater Lesser 5 Isolated Isolated
S egIalt , | Metropolitan Metropolitan | Adjacent Semirural | Rural
P et No. Ratio {- No. - RatiO" No. |Ratio | No. |Ratio | No.|Ratio
*Internal Medicine 3666 | 31.6. 1279 19.7 | 133] 10.0} . 40|’ 8.0 -4 ~
**Pediatrics | wo02) 12,1 | 5750 8.9 55| 4.1 8| 1.6| - | -
 General Practice 4641 | 40.0 | 2231| 34.4| e40| 48.0 263| 52.6 | 15| 66.7
- 'Total Primary Care"9709 - 83.7 | 4085 63:0 " 828/ 62.1|] 311| 62.2] - | 66.7
Total All Phys. . 21977 | 189.4 | 9171.141.3 | 1466/109.9 | 561[112.2 17] 75.6 |
Rri. Care % of : » 3 ‘ v
Total ] 44.2 44.5 - 56.4( '} 55.4 88
" Gen. Practice X ’ ‘ : . 1.
.of'Total . 21 - | 24 N FE . 47 ' 88

ok also Pulmonary Disease,; Gastroenterology;iAllergy, Cardiovascular Disease
Kk also Pediatric Allergy, Pediatric Cardiology

Source: CMA, Characteristics & Disﬁribution of Physicians in California. Feb. 1969

-p
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or large, well equipped andeell staffed community hospitals. General practi—

..

tioners and family practitioners ‘are more attracted to’ towns of 1, 000 to 10,000

) population than are internists, pediatricians, or other physicians providing

(20)

primary cares services. The tendency.for general practitioners to have

o, .
a relatively heavier distribution in areas with smaller populatioks had long

.existed. The patterns of the 1950s and even earlier periods are still evident
in the 19709. ' " | - .
.Data on physician location by specialty in California in l969 tends to

e |

confirm earlier national data that general practitioners are more evenly dis-
tributed between urban and rural areas, vhile internistsiand pediatricians '
prefer to settle in greater metropolitan areas. ( Tables I1I-2 and III—3)

We cannot leave the issue of specialty choice and geographic location
Iwithout mentioning third party reimbursement. Problems of specialty distribu-
tion will’ require changes in reimbdrsement policies for primary care. - Physi—
cians who select specialty. practice are currently rewarded by the structure
of_health insurance ‘payment schemes. Much of the service provided by primaryb
‘care practitiOners is not reimbursedthrough insurance coverage. Mo@ification .
of Federal and étate payment mechanisms to reimburse ambulatory care servicesi'
at an equivalent level with specialty care would equalize the-financial in- °

°

centives for entering primary and specialty care and thus have a major impact

Ly
N .

’:on elevating the status of primary care among medical school graduates. In

addition,‘the training of primary'care physioians would be greatly facilitated

if medical schools and their affiliated teaching institutions could receive

full'reimbursement for the cost of the primary care services provided in their

ambulatory facilities. Currently, the resident in specialty training can help
» : : ¢ . :

pay his way through'providing reimbursable specialty services to patients who

“are hospitalized. If the same were true -of the primary care_resident providing

137
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ambulatory care the reluctance of schools to'train these physicians would be
reduced. . ' S ' ‘
_ . Vo _ . , - Co
- The great increase‘ih internists and pediatricians projected for the
- future by DHEW suggests that group practices may begin to increase rapidly in

i inumber ano~size. 'General practitidnerS‘tend toWard solo practice and_are more
willing to settle in smail communities while internists often prefer gronp
practice arrangements and location in metropolitan areas with_laréer popu~
lation bases.and prorimity-to medicai education institutions.  The impact of :

the substantial increase in the number of'internists whose practice patterns

L)

differ significantly from general practitioners must .be recqgnized in planning'

for primary care physicians in areas which are currently underserved or. served

, 1
by general practitioﬁers. The growth in group practice would provide ‘the

opportunity for the effective.utilization of'nursé practitioners and for physi-

cians’ assistants in-primary care. Nurse practitioners might practice in rural

’

areas that might fot attract a physician if théy weré suppo ,d'by and associ—

.ated with primary care physicians in nearby communities. This'pattern‘already,

exists,for both solo practitioners,and group practice, but the latter arrange-

yment perhaps provides a greater potential'to rapidly expand the effective use

of nurse physician-extenders._ . ‘ ! . ‘ \\

In areas which will probably experience a deficit in. capacity after im—

plementation of National Health .lnsurance, it is especially important to have
W
more primary care providers - whether physicians, nurse practitioners or

physicianst assistant. National Health Service Corps physicians and nurses
"\willlhelp to meet this need in some areas. More important, however, wili'he _

the development of more permanent, local institutions that can meet .the needs

on a continuing basis. The use of nurse practitioners 'and physictan assistants

1in assoclation with primary care'physicians can be an important mechanism to

&
’
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meet this heed.

6- PROJECTIONS OF THE UTILIZATION OF PHYSICIANS SERVICES o B
~ AND THE. CAPACIIY ‘OF PHYSICIANS T0 PROVIDE SERVICE

We havé”made some rough estimates of the increases in utilization that
might be induced by National Health Insurance and of the capacity of physi-'

*
cians to meet those demands. It is understandable that policy makers desire

3

relatively precise estimates of physiéian manpower needs in order to make

decisions with regard to the level of public support of medical education.

However, the many assumptionsprequired to project health manpower needs;

the substantial potential for error in the measurement of relevant variables,

and the need to simplify a complex system into a workable model make precise:

3

projections impossible.

We believe that a detailed presentation of the methodology we have used

\ tovmake rouéh estimates of the increases in utilization that might be induced
'in California by National Health Insurance and of the capacity of physicians

' to meet those demands will make clear the potentfal for eryor in such pro—

‘ jections.' The sensitivity of the prOJections to various assumptions will be
indicated in our discussion. Given !his critical presentation, we hope that

the numbers we ultimately produce can provide a usefu erspective for public

»

policy action. ' IR,
Six categories of assumptions are required in order to-estimate the
number of physicians neeﬁed ‘to meet the utilizati&’—patterns expected in the

future. They are: , » , e . .

1. The total population and its age distribution. . i
/2. 'The,current-utilization of physician services-(expressed'in terms

of 7ﬁéice visits), in the.aggregate and by specialty.. _ Yk

—
-

<

* general internists, pediatricians, family and general.practitioners

T
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. . TABLE III-4
'ANNUAL RATE OF OFFICE VISITS BY PATIENT AGE, BY REGION .
'UNITED STATES, May 1973-April 1974 S
r . ] ) ‘ ) :.‘f 3 . » ,
r . Lora 0 . : : . : ‘ Age . o t ._—-H/,‘-—;‘

Geographic Region | A1l Under 15 15-24 - 25-44. 45-64 65 years
- ‘ ages years \xears . years  .years  and older

Number of Visits per Person per Year

Region — lsa Il 23 26 32 'as 4.9
Northeast--------- {31 || 24 23 3.3 40 3.6 7 4.3
~ North Central-------4 3.0 2.2 2.6. . 3.0 ° L3604
SOUth---ommv — {31 24 .26 . 3.2 l38 44
West-----cmee-oe-—e-43.2 {1 1.9 - 2.6 3.3°" 3 4.2. 6.2

[E TR

Source: "Preliminary Data from the National Ambu]atory Care!f‘vey,“
' Unedited Draft (Ju]y 15, 1975) S
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3. The change in demand for physicianrservices that would be brought

about by National Health Insurance.

Fs

-'4. The number of physicians in the future and their distribution among

e
-
a

. sPecialties.' , B ' . I i ’ _W -

+

5. The annual number rof patient.visits-bywspecialty.

6. The role of nurse practitioners andvphysiciansl assistants in

_meeting the ekpanded demand for services.. S " 7

PR - R . X - . - - . . ",
Based’on a series of sgpecific assumptions, withip these six broad catego-
. B . . . . . . [ w; )

gries'we have made projections of the impact of National Health Insurance 07

- the need for physicians. Had we used a different set of- assumptions the

\ .

results might have been far different. It is important to consider our results
in the light of the assumption that we made. {
We used the D—lOO series population projection prepared by 'the Population

Projection Section of the California Department of Finance which assumed a
- . . \

ccmiplete& fercnicy"race of 2.5 births. Starting with a fotal of 21.2 million

-

- necessary to examine the current annual rate of office visits by patient age,

- -

according to physician specialty We used the statistits presented on the
utilization of office-based physicians by ambulatory patients from data pro—'
vided by physicians in the 1973 National Ambulatory Medical Care. Survey.
(Table III-4).That survey covered the period from May 1973 through April l974.
The data were presented by four age groups and from four geographic regions.

. Our calculations used the data from the Western Region. Visit rates averaged .

L ' .



TABLE III- 5

PROPORTION OF ANNUAL OFFICE VISITS MADE .TO PRIMARY CARE PHYSICIANS, PERCENTAGE
~ ) UNITED STATES, May: 1973 - April 1974

. e

R

' Specialty - L - Age - e
' : Under 15 15-24 25=44. 45-64 " 65 and
. R '% . older. -
General/Family Practice 34.8 C 46,2 37.5 . 42.11 . 42,9
Internal ‘Medicine 0.0 7.7 9.4 . 15.8 22.4
Pediatrics ‘ | ©.39.1 3.8. =~ - -

7 I

Source: "Preliminary Data from the National® Ambulatary Medical Care Survey,
: - Unedited Draft (July 15 1975) p. 34.

.

- e e

#
i
I

B

TABLE III -6
ESTLMATED "DESIRED" UTILIZATION OF OFFICEﬁBASED AMBULATORY CARE,
FT:? UNDER THREE ASSUMPTIONS WITH REGARD TO NATION HEALTH INSURANCE i
' (in millions) ' : , R

|Family Practice  28.2 36.6 49.4|30.4 39.5 53.2|34.8 45.2 60.9

' ~ 1975 T 1980 1990 .
, .. (@) () ()] (a) (b)) ()| (@) _(b) . (c) .
Ceneral Practice .  * : ' ' a '

Internal Medicine - 8.3 10.8 14.5| 9.0 11.7 15.8|10.3 13.4 18.0.

Pediatrics , 4.3 5.6 7.5| 44 5.7 7.7 5.4 7.0 ‘9.5

z(a) No National Health Insurance

-\
(b) Moderate National Health Insurance, 30% increase in demand.
(c) Extensive National Health Insurance, 75: increase in demand.-

Source: Philip Lee and Gerald Weber, "The Impact of National Health Insurance

on Health’ Manpqwer Policy 1in California Health Manpower Study Office,
February 1976. . :

7 . o
. .. 7 TABLE III-7
PHYSICIAN INCREMENTS REQUIRED BY INDUCED INCREASES IN "DESIRED" USE '
. 1975 1980 1990

General Practice & () (@] @ ® ([ @ ® @ |
Family'gractice . 1500 3700 | - 1600 4000.| +- 1800( 4600 -
Internal Mediclne' - 700 1600 | - , 100 1800 |- - 800 2000 | -
Pediatrics, - 200 5004 ‘- 200- 500 - . 200 600
TOTALS - '

2400 5800 | - ' .- 6300 | - 2800 7200

e

,_K/; and Source are the same as for Table III -6
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ﬂcare ,» the State would have required approximately 5, 800 primary care physi—

.2 per annum for all ages, and ranged from 1.9 visits per year foT)persons

under 15 years of age to 6.2 visits:for persons 65 years and over. It should

be noted tnat the visit rates for the youngest group was 21% below .the national

+rate. The proportional distribution of office visits among specialists was

computed from}national data'provided by‘the 1973 National Ambulatory Care o

Survey.. (Table III5 )Most important are the high utilization rates by thos
. - . ¥ i -
65 and over and the importance of the‘general and family practitioners in

caring fer patients of all ages. . :

-

The role of- general and family practitioners would be of great impor-

tance in the future if present patterns ofx\se ‘continued to 1990 with or

.without a National Health Insurance program. (Table IIE6) Whattwe project as

future "desired"'utiliZation for ambulatofy care services is an extension of_-
present utilization-patterns. 'By-doing this we can see;tnat'theidata indicates
that.there would be difficulties in meeting the future "desired”'utilication
given the current projections among primary care specialists; The need. for.
general and family practitioners; internistsand pediatricians will vary with
Bthe comprehensiveness of the proposal the anticipated. changes in thespopu-

lation and thelr use of health_services.j Had a comprehensive health insurance

plan been in effect in l975, Enducing a 75% increase demand for ambulatory

cians to mee%‘the demand This does not mean that the State would need
5,800Aadditional primary care physicians Because in many areas of the State
their preSent'availability and utilization indicates that a‘substantial
capacity exists'to meet increased demand. In other areas, however, addditional ;

physicians would be needed because physicians'appear to be working at full ;

capacity. By l990'the increase in demand induced by a comprehensive plan .

would requireAabout‘Z,ZOO'physicians. (Table'IIP7)We would apply low probablities
: A . ¥ : . .

lyg

3



to the enactment of such a program, and to a response of that magnitude in

California. Nevertheless, such an estimate does provide a portrayal of the

adequacy of the projected number of physicians.

‘ To estimate the State 8 ability to meet future demand we need to examine
Athe projected supplies of primary care physicians. The Bureau of Health |

Resources Development of the Federal Department of Health Education, and

. . Welfare has recently made projections of the supply of physicians within

- . . . \

‘broad categories of.specialization through 1990. Théir basic methodology '

was to project the future supply of specialists by determining the npmber of
b

. specialists active in Dedember 1970 who would still be active in 1975, 1980 °

! l985, and 1990, and then to estimate the specialty of the new additions to

>

the active supply during the 20 year period. The latter was based on the
assumption that the l972 distribution of first year residents would represent
the ultimate specialty choice distribution of new physicians.

| " Our first adjustment to the data was to reduce the national totals by the

N

~ ratio of non—federal patient care physicians to all physicians as indicated

inj;igghMA“Distribution of Physicians in 1970. ' We then multiplied by the

proportion of patient care physicians in each specialty located in California
. in l970 Thus, our underlying assumption_was that California would exactly °

maintain its relative abi{ity to attract physicians from the national'supply.

Finally,-we assumed that 90% of patient care physicians~in~general‘practice

and family practice were office-based.’ The évidence indicates that a some-
‘what smaller proportion, about 80%, of general internists and general pedia—

tricians would be expected to be primarily providing services in a private .

-

office. We also assumed that the same proportion of internTs@s and ‘pedia-

tricians would concentrate-on a subspecialty as in l973.‘ The mostlsignificant
. T & ' '
development ltkely to occur, projecting currént trends, are a slight decrease.




L o - - -
_ TABLE III- 8 .- - o T

) R B . LV,
///;/<;r*’/(/' PROJECTIONS OF OFFICE-BASED PRIMARY CARE PHYSICIANS N CALIFORNIA.
; | | 1980 AND 1990 - :

. Specialty ‘ "i" @ (b) . ‘%(c)
General Practice ' . B -
< & o . “ '
Fam{ly Practice - 6100 - - 5800 ~._. 53300
General Internal - N o '
’ "Medicine - 3500 . _ 4900 7300 °
Gemeral Pediatrics ~ 1500 . 2800 4300

(a) Office—based physicians in California,l973 (thousands)
(b) Office-based physicians in California, 1980, estimated (thousands) _
(c) Office—based physicians in California, 1990, estimated (thousands)

Jource: Philip Lee and Gerald Weber, "The Impact of National Health Insurance
on Health Manpower Policy in California."

TABLE III- 9

MEAN NUMBER OF OFFICE VISITS PER WEEK & WEEKS WORKED PER YEAR -

S‘ecialt- Office Visits ~ Weeks Worked
P y - Per Week ot Per Year
General Practice . . ‘ \:
& : : T »
- Family Practice - *-: 118 . 48.6, -
‘|Internal Medicine o 82 . 46.8 . -
Pediatrics . ‘(x 139 : 47.8 ;

'Soutce:, Officé vigits per week from "Preliminary Data from the National
: Ambulatory Care Survey," Unedited Draft (July 15, 1975), p? 37..

Weeks worked per year were for Pacific Division in Profile of
‘Medical Practice 1974, prepared by the American Medical Association.
page 177 . : _ , o

- A3

o
e
-
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:in-general and family practitioners, and a marked increase in the,number-of
internistshand:pediatricians by 1990. (Table IIT*8) ’ )

The next factor to consider in.estimatingthe State's capacity to meet
the increased-demand'induced by‘National Health Insurance.is~the,pattern'of

¢

practice of different‘specialists Our analysis is limifed to office-based’

i ambulatory care. It does not include visits to outpatient facilities of

hospitals, other institutional settings such as nursing homes or home visits

'which make up about 25/ of all _lephone physician visits. We assumed

3

that each office-based physician ohld provide serVvice equivalent to the»mean;
number of office visits. per week attributed to each specialty‘by the National
~Ambulato§y_.Medical fare Survey of 1973. (TableIIE9) Those data were multiplied
"by the mean number of weeks vorked per year in 1973l;ﬁ the Western Region-

computed from the American Medical AssOciation's Periodic

urvey of Physicians =
in order to estimate ‘the annual visits per physician. Gene al and family

v'practitioners and pediatricians see large numbersof patient

.

in the office = K
,compared_to.internists. We have assumed‘that physicians maintain their level
of productivity even in fa@e of increasing demands for theilr services, There

are several reasons for that assumption,v First, we have used ndtional data
- rather than that from the West, or California itself. Other.sources indicate :
SN . . . B
.that physicians currently handle’ feWer patient visits in those areas than . the . ﬁ-,f

\ .
national average. " For instance the AMA Periodic Survey for 1973 showed that

. physicians in the Pacific region provided l6/ fewer visits than the natiQnal

average. In addition, there is evidence from Canada that ‘some physicians

°

: actually reduced their productivity when a national insurance program for T

o . o

: - ( "

.:ambulatoty care was introduced Apparently, the increased fees -and

L "\ g

:teduction in low debts allowed the physicians to attain their desired income ;"

.while seeing a reduced number of patients,

oA
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_ . 'TABLE III- 10
. ‘ . | ' B . o, N
'TOTAL OFFICE-BASED AMBULATORY CARE VISITS. POTENTIAL - 1973
I ~ ESTIMATED 1980 and 1990 .
ST . : .- - (millions) 7 A
' . .. . o : ' . : . . ) . ., . .'.
‘Specialty - 1973 . .1980) 1990
= | General Practice \ _ .
_ & S < . o .
Family Practice . 7 3.9 - . 333 . 3044
- . " . . - ) PEANT ) . ] } | )
.Internal Medicine . '+ 13.4 * 18.8 .. 28.0 7 {;
| Pediatrics e L “18.6  -28.6
TOTALS . s8.3° - 0.1  87.0
S o - s - . ‘ :
" Source: o ‘

Philip Lee and Gerald Weber, 'The Impact of National Health Insurance -0 Heélth
Manpower Policy in California."“ Albany Health Mhnpower Study Office, 976.
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Examination.of the. potential capacity of the anticipated physician supply
// . R
- to respond to the likely increased demand for ambulatory care by 1990 indicates‘
- b \B .

a greatly increased potentiai for internal medicine, and pediatrics. «(Table III lQ)

In some casss, such as pediatrics, the potential may exceed the de@and unless «
L ma far higher percentage of the States' children-are cared for by pediatricians\ .‘
B At ;he present‘about half of the medical services provided children under the
age of 15 are provided by general and family practitioners. |
.It is not possible .to assess %?tg aﬁy degree of accuracy the likely ‘impact
- . L~

of nurse, practitioners and physicians assistants on the utilization of primary -\

L

cage physicians. In some fields, such aslchild.healﬁh care and the care of

-~ . . 1

v

the chronically ill,:nurse practitioners have been found to provide ‘high quality
’ N ‘

) care. Physician productivity, in terms of numbers of patients,seen per day,

has been increased by as much as 30/ to 50% by nurse practitioners and physi—

cians assistants. . .T
. . . - . . ol w
. . . - L4 LN LR
At the present time the’ barriers to effective utilization of both nurse {
- ! ‘ S

r-'v_

practitioners and physicians assistants are- phys1cian attitudes, federal and
‘state reimbursement policies, the lack of private insurance coverage'or re-
. . .

imbursement licensure and the possible threat of malpractice.,

There needs to be aavery careful apptaisal of the‘potential of'nurse : A

practitioners and physicians' assistantﬁtin primary care = which webelieve to be ¢

Substantial ~ in order that, sd:ndlmﬁnppwer, health care and

»

th':care ‘_’ a
financing can be_developed, Lo v L ' N :
What conclusions'or'implicationsnmight&we draW"from this data? We-believe .

9 . . e !

LAY

that the data warrants the following interpretations.

k.o The State gtarts with an apparent surplus in . the g

of general and famity practitioners, internists and pediatricans to,f . B € %

provide ambulatory care.office‘visits relative to  current estimated T




) I \‘!"

Stav

-

,",s' - . . . B . . "' »

i

)I

w .

'uttlizatibn. The excess capacity'to provhde *office viaita appears to
@

ﬂe abqut 42% dn HD75. this eatﬁraﬂ% asaumea ahat primary care phyaicians

o R
i‘ Calﬁomip could proude the goame quantitg of aervicep per physician
- as the.latioﬁal averagqsp With no changé&in financing, we project a

N

-4 .

itake into. account the unequal, distribdtion of physiciéns geographically

within the~State.' It appears that, some areas Are seriously short of
,~ N M + R .
d $
primary care physicians, while phgﬂiciaus in some urban areas have work
N .
loads that are well below statewide averages and far below the'work

N . -’ i ' . ' . ‘.

loads ’of general practitioners in certain lodations. It should be . -
' . P s ) .

‘pointed out that these estimates areﬁbased_on current utilization and

do not consider either~the quality of care providéd'or the'potential P

~impact on demand of groups that are now underserved. >

2. Physicians responsiblg f0r providing primary ambulatory care to

adults - general -and family practitioners, -and internists - appear to*

r .. \

" have leas excess capacity than pediatricians., The surplus for genéral

’ .
-

practitioners, family practitioners and internists was about 32% in o

PO - B I ]

1975, decreasing.to 29Z'in.l990. In comparison, the large‘npparent
L
surplus of pediatricians, 1332 in 1975 aﬂd 4302 in 1990 make it clear'

“

that policies encouraging the expansion of primary care physicians

shoulddifferentiate between specialties.” The results of this analysﬁs

[ . A . °

, ~

give us pause ‘and *mike us d%ubt,the accuracy of the basic¢ data on whioch

[y R

» these projections'are'madea Even though we have serious doubts about

CR / .

the data,®an exc@ss of peiiatric!ans seems likely because of the large
» \: 8 s
number of children cargd for by g::zjal and family practitipn%rs and

‘ +

!

the large increase in the numbbr 9 ediatricians relative to the

&

- ¢
e gkcreaseg‘number of children projected for l990 :Tﬂe;pe&centage
L R
’ . v
" “; N L " “ . .
AN b ] :- 0 . ' } [
? 1 . r) S R ¥ o

potential aurplus of 72% by 1490 ,(Tables IEPS & 9) These estimates do no?//



1

increase in pediatricians far exceeds the projected increase in children

' under 16 Years of age. (Tables IIF3 & 7) The excess in pediaﬂricians< i o

might be substantially reduced if pediatricians assumed the responsibility.

'for the care of a high percentage of children, or if the scope of pedia-'

tricians changed significantly and pediatricians devoted more of their*'

. time to c¢hildren with developmental'defects, emotional- problems and .

: learningfdisabilitleBJ

- National.Health;Insurance plan, increasing utilization by 3OZ'for all

-@9

‘titioners onthe,need for pediatricians. A large increase in the number i

‘be partially alleviated by increased use oprediatricians, providing

To- further complicate the problem of pr ojections we must consider

the future role_of pediatric nurse practitioners and faﬁily nurse prac-

- \

of pediatric and family nurse practitioners might rednce the need for

3 . 3

o~ . . . .-l
pediatricians, thus increasing the potential excess by 1990..

3. The capacity of the office-based- phys cians to provide services to: . . B

the 1975 populatioh would haVe&been‘adequa even had a moderate

1

age groUps,;been in effeqt. However, the capacity of'physicians
specializinghin general-practice, family practice, and internal medicine
would just he adequate'to.provide services desired.< Ihe problems‘intro- .
duced‘by an.unedual geographic distribotion of primary’care providers

could be;aggrevated-in such ‘a situation. However, that tightness could

care for’ children curren;ly utilizing general prac;itioner or family

_practitioners. At the present time, approximately one—half of all -

._ambulatory visits to office-based practitfbners by children under age £

15 are to g%Peral and family practitioners. By l990,'nnch Qf the

deficit in the capacity gfgeneraland family practitioners and internists

. : . , Y %
induced{by comprehensive‘NationalkHealth Iﬁﬁurance might be alleviated by

< r
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v

such a substitution.
4. 1f a program almost compietely eliminating payments on the part of
‘patients was introduced 4pd led to a 75% increase in the desired

utilization of ambulatory care office visits, it would exceed the

e < B

capabilities of the physicians to meet the demand for their services.

“In 1975 we estimate such a program would have led to a surplus in

+

desired utilization of. 332 for general practitioners, family practi-

o\

tioners and internists in California.' There would also be,a significant

v

.nationwide‘shortage of these primary care physicians if a comprehensi&e

. \ . . .
National Health Insurance program, were. in effect at the present time.

- ~

The data which has been presented must be interpreted with care
and caution. Our estimates are very sensitive to each of the assumptions
used. Twolexamples make this clear. JAn understatement of one—half

2

vigit. to general practitioners, family practitioners and ‘internisets,

- "for example, ‘in the es{Ipate of utilization for the entire State popu-

latfon is equivalent to an understatement of the need for about 2,500
physicians.. Also, in order to gain an appreciation of the potential
. » ) ' '
’of alternative population estimates on the need for physieians,

es E-0 which‘as8umes.a'éompleted fertility rate of

we can l@oh a
. ' v

2.1 births. The total population projected in 1990.is 23.6 million or

. ) - R <) -
2.5 million less than that.of Series D-100. Since the decline would

 almost entirely be in the number of persons undet "age 15, that age
_ . , ) ag é

.-~

group.would be but 187 of ‘the population. Under the assumptioﬁs'we have:

_ presented, that decline in the number of children is equivalent-vo‘a'

. o _
reduction of 3. 5 million office visits to pediatriciansr general practi—

A

tioners, and family practitioners and a decline of about 570 in the

number ofthose.physic ns required to provide medical care servib&s
‘ ] .
| | '_,151 |
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Physician supply projections are dependent on the -distribution of
f 5‘ . .

_residency training positiaﬁs. The future supply of_family precti-
tioners may be well above current projections if.the.current, short
term trends continue. If Family practice residencies decline for -
anv reason it would reduce the future number of family practitioners.

‘The projections of the supply of internists and pediatritians are

equally dependent on\changes in the number of filled residency positions.

In 1ight of these data problems it may be questioned why we have presumed
‘to make the projections we have and to draw any conclusions from them. In .our
view, the projections are useful because they help to identify-potential'future'
problems. They‘indicate‘trends'and,they-emphasize the need for more adequate

data collection systems,

7. INTERPRETATION AND CONCLUSION o o - »

In our Judgement, no major -new Federalhfinancing program for medical care

services is likely cf be fully implemented within the next five years. Con—
gressional interest. has waned since the Kennedy—Mills proposal cam® close to -

passing in 1974. New members of the'relevant committees_are still developing

»
\

a basic.grasp of the issues and options. The'budgetary situation is unfavor—l

' fable with respect tdé both general fund financing and the use of the Social .

E

Security Payroll tax. President Fori'has responded to the potential of con-.

tinued large budget deficits with a fiscal policy whose expenditure level does

not allow for new programs of the magnitude of National Health Insurance.

Furthermore, the effect of programs recently introduced by Congress creating
Professional Standards Review Organizations and. Health Systems Agencies; and
'_supporting:Health Maintenance Organizations;cannot be eva\?ated for at_least

several mor years} Since those Institutions are supposed to be important

forces in the mprovement -of the operation of the health care delivery system,

+

- : S .
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!

g . .
: .. > : '
the Congress may well move slowly on the financing front.

Once National Health Insurance»is looked at seriously again, the Congress

will require two. sessions to complete hearings, prepare legislation, and to

enact the final,ﬂcompromise plan. Two to three years will then be required

e

to develop the administrative machinery to carry out the legislation. There
is plenty of time for the ‘State legislature to formulate a well planned health
ms;gower policy in response to NHI. Based on the analyses described in this

_paper snd in our earlier detailed studies of specialty and geographic mal-
-distribution of physicians, we havexreached the following conclusions with

; y..

o " respect to the potential.impact of Nauional Health Insurance.

- e Y .‘

1. A moderate’ level eXpansion oﬁ Federal financing, which would
L
/’ur-u e

primarily impact on the demand for ambulatqry cﬂfé, is not likely
to requir® manpower for most regions of the State beyond that which
“1s likely to‘beiavailable. Substantial increases in physician man-
Jpower are already projected over the next ten years and there is

o

evidence that many physicians in California currently have relatively

. : _ S

lpw numbers o tient visits each week compared to the national
average. However, it must'be noted that the difficulties which . ™~ '
N already exist in some éreas of the State with respect to the lack Si/ \§\l

#

o tof enough primary care physicians are- likely to be increased with the

passageofevgn anmderate National Health Insurance Plan. However, ' ‘\
; _ S " - '
the likely expansion of the National Health Service Corps might:

a . ) : - . : : *

provide physicians and other health care personnel for a limited
. " number of rural areas. ' ' . _ . - .
2. ft is evident that NHI will aggravate'the already existing need

for a relative increase in those. physicians who provide primary care

»

Cto adults.’/:j/ﬁre not convincgﬂ that the apparent tightness in the

e ) ' . 154 I -

.
e C S : g R Lo
S . TN . . . : .
“




~

(

cians. Rather; we feel that a major shift in the'content,'hdw

3. 1In general it would seem’ that the fmpact'on}de

wonld be allocated 'to, tho§e reas with relative shortages in

resource supply and with low current’leVels of expenditures.

As noted abover,National Health Insurance would likely reduce '

«

the inequality in purchasing power among the various states.

Providers would face a considerably different market for their

services. There is evidence that, in(the past,f hysicians have

located where there is high personal income p?
) ' o .

capita which could

"~ be .assoclated with a greater real demand for medical care services.

[
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Aruitoxt provided by Eic:

i_anisms must be developed to monitor'the status of the system on a o

. : . . K v,
. B>

2 >

California has been one of the‘benzggciaries of those behavior patterms.

Some' of its advantage in attracting medieal care personnel ~may be re-

duced when a- comprehensive National Health Insurance plan is implemented.‘

4. There is ‘tremendous uncertainty in the project of future health
. Y
manpOWer requirements. To a great extent this is due to-inadequacies

in'the data. Information on the numbers of physicians,.their specialty‘
’ o™
focus and actual practice, and on the residency training programs is

‘controlled by the medical profesaion. We believe it is imperative

/

_ that the Federal government and State governments gather the infor-

I‘."_ DR

"mation they require to adequately understand fhe present and plan: for

the future. . o -

-~ 1

At the same time, we must face the fact that the bgst of data will

not‘provide precise answers to- the relevant questions. Measurement .
'o! C '~ e

is difficult béKavior patternsaare hard to measure, and the ° future

v

does not exactly replicate the present or the bast.- Therefore mech-

Yth Bither an oversipply or undersupply of physicians. ‘;b the extent

-

- _.rr,.'l
T U
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_continuing education programs for physicians. h o L:' ' »

»

S 1 2 MEDICINE ~ <

1. INTRODUCTION AND SUMMARY .- B el

v As of October l975, there were 107 u. S. medical schools approVe,\

award the Medical Degree. There were 54 074 medical students enrolled id&:

1 gwa

" the 114 medical schools in the United States in 1974-1975 Tbe»first yebr ‘;

T o
class numbered 14,963 which is an increase of 5 2% over the previous year$

° | A

Nafionally there has been a 69% increase in the first year medical school

enrollment and a 72% increase in: the number of M D. degrees awarded in

2 . 1
R

the United States in the past ten years.;,m‘ "'ff

KA

L '
. ‘ . -
In California we have presently 8 of the 107 degree granting medical
schools, (5 public and 3 private) In addition, there is the Charles R.

Drew Postgraduate Medical School offering only rébidency training and o

e

Aiy'w. In l972 the Berkel@Y“campus initiated a new program in megiCal educa—

g a

- tion to be operated jointly with the School of Medicine at San Francisco Lo

"_N

¢

with a strong emphasis on’ primary»care ang utilization of community resources..,
“In 1974, the’ Riverside campus “of theizniversity of California in conjunction
with the University of California in Los Angeles developed a new .' o ' i
biomed?ial science program which will begin to enroll 24 students by l977 |

LT
/ e L,

at the medical school campus in Los Angeles.

. : ; -

Planningvhas also been initiated betwhen the’U.C.S.F. Medical School'

' :and the’ Fresno Veterans Administration Hospital for a new medical education

component in the northern Sag Joaquin Valley with a planned enrollment of .
\ 4
6 third—year students and 94 interns and residents in 1976. . /ﬂ%;,.}.
. / .

Total California M.D. degrees awarded went from 463 in 1965 - 1966 to.

889 in l974 - 1975 which 1is an increase of 924 contrasted With a 72?/4 ; !

159 1¢ I
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= increase nationally. In the same period, the California POpUlation growth
W Qvonly averaged less then 2% per year.. Despite this rapid growth California

"'in 1975 only contributed 5. 92 of the total M.D. graduates in the nation.

~

'_; _ | Only 28 SZ of the 1975 active non-federal physicians in: California

’i@{ received their medical education in the State. 60 6% of the California :

L)

iphysicians graduated from medical schools in- other states and approximately '

10 92 of California physicians were trained in foreign medical schools;
56 5% of all California graduates attended private medical schools in the
State. 67 2% of California 1975 graduates chose to remain in California,

54 22 of the graduates are currently interning in the State.

\r/

>

California may not be able to continue to depend on in—migration from
other states, however. A y states have become conscious of their loss of
highly trained manpower/tztoﬁr State and are seeking ways through incentive

. programs .mandatory service legislation and other strategies to retain
graduyates within their own medical underserved areas. A review of the face

.tors which may change migration patterns of physicians are examined in a

later chapter.

The maldistribution of physicians is. significant in urban coumties.

i

San Francisco Cov.mty with 3. 2/ of the State populationsbs 8% of \he total
physician population. Los Angeles has 32.7% of the State.population with.-"

35% of the physicians, while SOme of the rural-counties have a much lower
. .
ratio of physicians per 100 000 civiiian population.
) Although the state/bf California has a higher ratio of physicians than
" many other states, approximately 227% of the population of California is

_estimated to be in need of primary care services The Health Manpower Policy

. Commission identified in 1975 seven census tracts in the downtown area of




.
B . L
AL

1ty

. San Francisco Countyg aeventy—fiVe census tracta in Los Angeles County, six-

teen’ censua tracts in the city of San Diego, fourteen cenaus tracts in the

city of Oakland _and fifteen other rural counties as critical physician

L
ro

-ahortage areas. h,n : _; o oL o ’ Qh
To deal with the current physician manpower‘problems in California o -
. which include a relative shortage of primary dére physicians, a relative

shortage of phyaicians in some’ rural and low income urban areas, and an
- . \ . ‘. . . 8 ot
. 0versupp1y of physiciana performing surgery will require changea in federal

a .

health manpower policy, policies of the Coordinating Council on Medical _Jj»

)

Education, the Liaison Committee on Graduate Medical Education, and the various
specialty boards and societies involyed in residenqy training -as well as R "

health manpoWer policies in Calf?ornia. In terms of manpower policies, '

-

o the numKer and distribution of residency training positions is the key to

Afuture supply.. It is the policy area which we address in the greatest detail
P ", - g

in this report. Reimbursement policy under private health,insurance,_

Medicare and’ Medicaid are also important,

vlThe problems of geographic and specialty maldistribution are. inter- . -

~

.

related for several reasons including the different practice location pre-. .
PR .. . e 2 .' \
ferences of internists and other specialists as compa;ed with general and

! far .'

family practitloners, the significant variance in the‘number of patients

seen per day and per week by general practitioners and”ogher primary care
-nﬂ e _
»specialists, the declining number of general practitioner& and the: increased I
' number of internists and pediatricians who will be prov;ding_primary care
. 1

" in the future. 1In this report we examine ‘the following issuee%both from the S
“national perspective and in relation to,California. ' ‘f ,' j._ ': o *"h:{l
1. What is the problem? S “ R ¥

2. 'The optimal distribution among specialiStsf
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3. Primary care and primary care ,pecialties L o . o
".4. Physician specialization in California : :.
| 5.‘ Specialization and physifian location
Gu‘ Specialization, demand .and utilization
,7.b Residency training»programs in Califprnia\ o J. . . Do
' . : . . Lo :

e , '8.. The control of residency training ‘. L S

'+ 9. Choosing sites for training . ' L _ - T

g Based on' the analysis o! this report we have reached the following.
g . o . \ N C o, N . -, )- . ..‘.
. conclusions. : o - e . N _ )

Ay .\'_'.‘ . | Y

. - B

1. Policies of the federal government and migration patterns gﬁ o .j% o

physicians will have a greater impact on the total number of physicians in'

-

‘California and their distribution by specialty than state policies. ‘The_f

-
o 1

great majonity of California practicing physicians received their under—
. graduate medical educatiOn outside of California.. More than one-third of.

American medical school graduates in the last decade who . are practicing in'A

v

Caltfornia had none of their graduate training in California. ERRE

Federal legislation under consideration could have considerable impa‘ct

%

_ on the,’ state of California.- However, it must be kept in mind that the law

-.which is»fina%ly enacted would not become effective umtil 1977 at £he1 o

w

. o’ G
_.'earliest : The length of time required to implement its mandates will vary

RS .
—r‘ . ‘ Lo I \ .
. .

'faccording to the specific provisions, thus possibly delaying the full

Jmpact until the l986's. The impact of thoge provisions which focus<ﬂh A
"z‘ ..

P ‘ :
xw«medicalstudents newly enrolled afier enactment of the legislation will be :

T : .
) ",even further delayed by the lgngth of the physician training process. *

2. Our projection of the California specialty distribution fot 1990

oy

g fbaséd on DHEW national projections indicates that the growth in primary oare
O v

P physicians‘ while substantial will remain con31derably less than the

growth in the surgical specialties and other medical specialties. Therejis :

\‘1 R . L Lo ' 5 . . .__-. . fe - 6.;14. } . . .- '

) ] G . o
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no one method available fof ermining ‘he optimal distribution of physicians
\ . . Y Y -

.among apecialties. However, we are willing to accept as a tentative objectfbe

. the widely suggested.criteria that 50% of all physicians should be in primary

Acare specialties. As previously noted, tbe primarg-fésponsibility for "5'3-

changing this projected trend must’ fall to the federal government.lﬂowever,A
A e

the State can have important marginal impact througﬁ?the direct subsidy of

certain pré;rams sﬁ‘ﬁ“as family practice and other perary care residencies.

A

It seems to us that the trends in specialty training during tHe past four

years and the failure of resent voluntary mechani mg to eff ctively contrgs
P g ?
A

’ o
the total number of residencies or create a balanced mix among training . 4
- ¥y '.
positions in primary care and other specialties is hardly a cause for opti-
- %
‘mism that the‘voluntary approach will ‘succeed in the future. L -

3. The choice of §ites for mimary care training programs is a com-

. a ALl

. ) '
plex decisian. Consideration must be given to the level of clinical training

under‘consideration. Residents require a sophisticated educatﬁon experience

Awith a. relatively large patient base and a wide disease spectrum. A list

A Y2 ..
- ) : P
of detailed criteria is given in another section of this report. .
&
> : . .
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Napa - : o v e Yolo o o 289
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2. SUPPLY TRENDS AND 'éROJEd:IgNs v

.r;}:

Licensure Data: The California Board of Medital Examiners ;eported
Y

._:" N £

that as of Decembér 30, l975 there were 75 930 physicians and surgeons

" licensed in the State.( ) Of that total 28 349 had established legal

-

residence out of’state and 1, 416 out o£ country,’ leaving a. total of 46, l65

£ "o-' ; '

. There are no 1975-76 data availablefregarding the percent of the,licensed

' listing, however, does show some interesting distribution figures by

»

resident’physician population which are actiye and inactive, 'The Board

R

county. (See Table TV-1. ) ) .

Los Angeles County has a .current licensed phychian populatioh of

xf . Lj

s £p

16, llB whi ch reprqsents 35% of the physician gopulation and corresponds

to 32.7% of the state population. San Diegd with’a population of 3, 716
v, h' ..
and-San Francisco with a population of 3, 700 represent 8% each of "the
-ﬁ"b KRN oL
'total physician pOpulation and'7“&z and 3 24 respectively of the state

: population. Orange County with a population of 3 147. has 6. 87 of the

&

physician populdtion whilegAlpine County (population of about 650) has fno,

licensed physicidhs, Sierra 4 Modoc 5, and Mono County 7. (6) -
B L . O R ,
¢ T . 3 - - \
? .1, & g
T .
R .
L . . % X
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R ' | . ~ TABLE ,IV-2 L ;y.

. /ACTIVE NON-FEDERAL PHYSICIANS CIVILIAN POPULATION AND PHYSICIAN/POPULATION
RATIOS IN CALIFORNIA BY PSRO AREA AND COUNTY DECEMBER 31 11973 ‘

L

°

'PSRO Area T e . : PSRO Aréa o oo
- & County Physicians Population Ratio| .& County Physicians Population Ratio
1. DRel Norte 8 15,700 " 51.0{10. Mariposa 8 7,175 '111.5
Humboldt - . 128 - - 102,800 124.5| ; Merced - 78 - 117,500 66.4 -
Lake | ' 17 122,950  74.1  Stanisl- - 278 - 210,400 .132.1
. Mendocino _ .77 . 54,200 142.1 laus - . B
Sonoma . . 3427 235,100 145.5| Total 364 ° 335,075 108.6
__Total 572 . 430,750 137:8|11. Fresno 579 . 438,700 132.0
Butte  ° *7 . 160 114,300 140.0 Madera . : 25 = 44,900  55.7
‘Colusa = .12 12,450  96.4 Total 604 483,600 124.9 -
Glenn = . ° 10 - 18,350 54.5|12. Monterey 329 258,600 12/.2
Lassen S 21 17,750 . 118.3 SanBenito - ' 8 ' 19,500 ‘41.0
Modoc . -~ ' 2 . 8,415 23.6| SantaCruz . 208 ' 143,500 144.9
Plumas 13 13,500 96.3] Total 545 421,600 129.3 "
+ Shasta =~ - 124 - 86,000 144.2|13. Kings 40 +68,500 58.4
Sierra .2 2,720  73.5 Tulare - 193 201,900 95.6
, Siskiyou . 28 35,300 79.5 Total 233- 270,400 "86.2
" Sutter . 45 44,900 100.2 [14. Kern . 359 - 340,900 105.3
. Tehama 22 © 31,650 69.5(15. Inyo  .%¥ ' . 21 . 17,150 122.4
Trinity : - 5 8,925 56.0 Mono L 4 . -7,025 56.9:
Yuba . - 49° 44,750 109.5 San Ber- - 1,038 699,700 148.3
. Total - . 493 438,970 112.3 .- nardino ) . :
3. Marin ~ 667 215,500 309.5 | 'Total - 1,063 723,875 146.8
~ Napa 230 87,100 252.6 |16. San Luis 170 121,500 139.9
"Solano ' 171 181,900 94.0 Obispo
. Total ~ 1,058 , 484,500 218.4 Santa B 509 275,600 184.7
4. E1 Dorado ’ - 55 53,500 102.8 Barbara ’ - .. : R
Neyada . -~ -~ ' 35 © 31,000 112.9 __Total 679 397,100 171.0.
' Placer , 109 89,400 121.1|17._Ventura 538 426,100 126.3
Sacramento 1.191  "682,100 ,174.6 |18 - 25. Los . _ R ] '
Yolo . . 244 103,600 235.5| - Angeles - - 14,346 6,941,000 206.7
Total 1,634 959,600 170.3 [26. Orange 2,455 1,646,300 149.1
. San Francisco 3,587 675,600 :530.9 [27. River- 609 - 50/,800 119.9
. San Mateo 1,006 571,100 176.2 side - : o
~Alameda 2,103 1,097,400 191.6 {28. Imperial - 51 80,600 63.3
fﬁontra Costa . o 847 590,100 143.5 " SanDiego 2,659 1,502,600 177.0
_ Total 2,950 1,687,500 174.8 |~ Total . 2,710 1 583, 200 171 2
. Alpine - [ 650 . - . _ ﬁ -
Amador : 14 - 14,350 97.6 ]
: ’ California - - S B '
Calaveré&s 17 15,350 110.7 | , Y e mrf 1 10
San Joaquin 381 . 300100 .127.0 Total 38,749”x20,848£;26'.185\§§
Tuolumne ‘ 21 26,100 107.3 " N Y o y
. Total 440 356,500 123.4 - o % - oLl
9. Santa Clarha » 2,504 1,167,000 214.6 | «gg-' .
. Source: California Medical Association, "Physician Supply in California, December 1973",
RS Socioeconomic Report, January 1975, page 2, s
a7 L . ' L ' KR : '
r:d
. " ) ‘ [ '
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B Distribution; More detailed analyses of the physician population

woY 4

available 1in California,however were conducted December 31 , 1973 by the

Bureau of Research and Planning, California Medical Association,( )

At that time the active non-Federal'physician population in Ca1ifornia
was reported to -be 38 , 749 or a ratio of 185 9 physicians per 100,000

persons. (See Table v - 2)'

' . I | .
Markedly different estimates 'of the ratio of active patient care.’

o

physiciansilOOQOOO population were'reported for California in 1973’(2)

by the AMA. . They reported a ratio of 168 for California as compared
4 ' - L4

with 131 for the entire U.S. Whether the CMA or MAMA. estimated ratios

are utilized it is apparent that California is well ahead of the rest

of the country. According to the AMA (2) between 1961 and 1972, the

- U.S. ratio of active patient-care physicians/lOO 000 increased from o

(3)

,the same period of time. - - .

. w.

' 122,to 129. In California, the ratio increased from 157 to 166 during4,



TABLE"'Iv-pi. oL
Lo o % ‘» """". ‘I'l' wo RS
R, TP OF ACTIVE Pursrcuns (MU &no ) ANDPHYSICIAN/PO'PULAT;ON thros LR
o '  Actual 1970 i jected 1975 1990 R , ., o
. 1970 I R 1 ‘* S 1980 1985 | 41990 " ‘.
number  rate | number rate. number | rate number rare0 number ¢ ratel L
o 1 B [T ‘ o | v : ‘ ‘ | "». - v,r. :;‘ B )'.', ! ..'
Basic methodology” | 323,200 158.6 | 377,500 ,175.7 446, 800 196..9‘ ‘-519,0005 2'16"9 5‘93,800‘. 2369 '1,,‘ P
Low alternative” f!za,zoo 1586 | 71000 1.1 | 191'-._1'.'494,1o‘o 2065 552,},99.6; '2202 B
Hp alterative’ | 93,000 156.6 | 3,100 1783|4900 202.;7.;,]541;',300; 227.\4 eaiiio'o v25_,4.2
- ¥ rate per 100, 000 population, based on U S Census Report and Projecoions reeident population' o
~ L2850 T e e E A
o o o 1975 - 214,883, a0 - ""‘ S .-‘._-\i,r i;_‘_“':‘.‘,;v_:‘,:_-.{" N ’gp s -;_;'5“
) l - 1980 - 226,924,000 . Ry J‘h
L 1985 - 239,329,000 e TR
. - 1990 - 250,630,000 L ) SR kB Y
A | o ‘ ‘-.p‘ o A ' "k
, : ' ' l /
Three nethodologles vere ueed to account for the i act of future f dig t year medical
‘ school enrollment and possible variations n the number of Foreign 2 pates (FMG s) ‘ il'
1 - ageunes a moderate fncréase in enrollment‘ and a’moderate increae?i g umber of Mt's e |
2 - assunes & stable énrol lment remaining at the 194~ 15 level and .,:e,, 13 ='ease inpthe "."i S
o number of PYG's . S R S Ao
G 3 - assunes a higher increase fn enrollment twice thatiof the bagicERexp ““. endp'a large S
' increase in the nimber of FMG T FEM e B
SR R ' . 'f:?"':
l ‘é .
so Puerto“Rico & other

Notes Figures {helude all active phyeicians in the 50 States‘and the District of Columbie,
,outlying areas of the U.s., ) and all l‘ederal physiciane abroad (U S *and‘

‘Projections include all phyoiciane active pn 12/31/70 'lut the estimated nuf

, fer of tr ates for the twenty-. --1
o hear period minus the eetimated numper of physician ol s due” to. retirement and! death ﬁ
‘ ‘ . 4'1%\4' o )
i} : r a ! ) _

Source' The Supply of Health Manpowergw Profiles and Projections to 1990 U@ Depdr&menr

- and Welfare, December 1974, cigpter'd. "~ " . o

o T '”.-f.’ SRR ft / b L
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~ The Bureau'oflﬁealth Resources(a) recently projected that the over-
all MD/populatiOn ratio.is going-to increase;from'159/100 000 in 1970 to‘
l l[;. 237 per 100, 000 in 1990 (See Table IV-3). Specialty-wise the .general

.
practice M. D. ratio to population is expected to . decline from 28/100 000 .
o in 1970 to.15 per 100 000 in 1990 The surgical specialties are '

expected to. increase their M.D. per population ratio. significantly, as ~

are internal medicine pediatrics and family practice.

‘N

- Lipson(3)

!

recently projecteg. that total“n'on—Federal M.D. supply'in

Califoxnia will increase at an annual rate of 3, 5% between 1970 aﬁ?

. 1980 and 3% between 1980 and lﬁBO, presumably helping the State to retain its
- W - ;«‘
. ... [ &
-~ ) ' -; : o ::‘IJA‘
. - - | \
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 TABLE IV-4

PHYSICIANS IN PRIMARY CARE AND PATIENT CARE AND PHYSICIAN*POPULATION RATIOS
‘ \ ‘ CALIFORNIA 1971 AND 1973

o

»
ik B
)

© Active Patient Care Physiclans

Percept‘Chgnge

| | Number Ratio 1971 to 1973 J
Sharacteratic 971 1973 1971 1973 - amber ©  ratio
General Practice 651 - 6510 - 331 3L CHO R CR)
Internal Medicine 4478 4874 2.0 234 . 8.8 i1 64
Pediatrics 1943 1998 9.5 9.6 2.8 IS L1
Obatétrics/(;ynecology ‘ 21220 211 1046 10,5 M L9
Total Primary Care MDs © 1520 15503 , 10 7 . 2.0 (0.3)
Other Patient Care MDs 17716 18466 86,9 88.6 L2 2.0
Total Patient Care MDs' 33010 34059 1619 163.4 32 1,0

lExcludés'phya}ciéns whose épetialtieé,are unknown.

)

-
<

SOURCE California Medical Associdtion, "Pﬂysician Supply In California December 1973, Sacramento;'

\

(

o Socioeconomic Report, January 1975 p%aS




o

favorable M.D./population whic in 1971 ranked fourth nationallyfs)

. These projectiona are based, however, upon a»sontinuation of a favorable

inmigration of M D.'s to California an iss hich will be dealt with

i .

‘ later in the report. The. consideration of gross ratios however ignores

L] .
o R
'

- the mix of primary care versus specialty practice physicians in a given e

'7 ‘ population. - U ; S : ’ .

IJ- | .. .’. . . ".1/ f

"-’

. Table Iv-4 outlines the min‘of'physicians invprimary care'(general
practice, internal medicine pediatrics, and obstebrics-gynecology) and

’other specialty practices in 197L and 1973 in California. Those physi— |

cians in general (or family) practice showed a decline of 5. 7/ in the two-"

year period\\ This resulted in an overall decrease-in total primary care

M.D.'s of 3% dhring the same period of time, a trend which éas been

(1)

evidenced during the past'few decades. Further consideration shali

»

"be given to the issue of physician specialty mix and related medical

e

L3
education issues throughout the remainder of the report.

[ . - -

¢



TABLE Iv-5 . ‘_‘ S

1975 ACTIVE NON-FEDERAL PHYSICIANS IN CALIFORNIA BY STATE OF GRADUATION

State of Number of

 State pf Number of ' State of Number of State of ber of -
Graduation Physicians Graduation Physicians Graduation ~ Physicians Graduation ﬁgh sicians
ha;;ama'” 5%  Tennessee ‘ f639 _'ng!'kepuﬁlie 7 'Manchuria 2 .
Art ona ‘ 53 ° Texas. ‘ 622 'Eq"nador | 12 Mexico ! oo 218
California - 11056 Utsh 261 Egypt | 57 Netherlands 59
Colorado 402 Vermont 1103 E1 Salvador 8 New Zealand 11
Connecticut %3 Virgina 213 England + 116 Nicaragua 9
Dist. of Col. 1047 Washington 284 Estonia 3 Nigeria 1
Florida 185 ° W. Virginla - /32 Finland 6 Norway 6
Georgla 126 Wisconsin 818  Formosa-Taiwan 31 Pakigtan 22
Havaii 16 - Alberta | 68  Prance %  Panama . 2
11130018 3341 Brit. Columbia . 68 Germany - . 280 Paraguay 3
Indiéna 488  Manitoba - ¥231  Germany West - -9 Peru . ¢ 8
Iowva | 482 - Newfoundland 1 Greece - '36. - Philippines .. 420
Kansas \ 366 . Nova'Scotia 33 . Guatemala 3 Poland. -16
Kentucky - 286  Ontario - 301" Haiti .3 'Portugal * 10
Louisiana 528 ° Quebec 352 Honduras * 6 ~ Romania 17
Maryland - = . 538. Sdskatchevan + 10 - Hong Kong 26 Scotland 40
Massachuesetts 1153  Afghanigtan 2 Hungary - 42 Singapore o4
Michigan 1060  Argentina’ 100 - Iceland 3 S, Afriea 40
Minnesota . - 675 Australia 39 India-~Goa -, 195 8. Vietman S
Mississippi 22 - Austria. - 80 * ' India 1 Spain. Y 30
Missour{ 1151  Belgium - 34 Indonesia 5 Sweden 5
Nebraskd. . 1033 . Bolivia 100 TIran | 58 Switzerland . - 151
New Hampshire 8. Brazil . 16 Traq, 15 , Syrla C
New Jersey * .. 76 Bulgaria -4 TIreland 106 . - Thailand. ° 15
New Mexico .. - . 49  Burma -~ 9. Israel 26 . Turkey . 10
New York - 3095 . Ceylon '« 12 . Italy .. 144 - 'Uganda oL
N. Carqlina - 267  Chile = =~ 26 Jamaica 3 USSR S
Ohio | - 1054 China , _ 65  Japan | 56 : United Arab Rep .
Oklahomg - - 00 ﬁTaiwandFormosa" .9 Korea 70  U.K.-Eng., walea‘, 30 .
Oregon 453 'Columbia . 21 Latavfa 6 U.K.-Scotland .‘-Q' “6{§
Pennsylvania 1848 , Costa Rica | 1. Lebanon .31 Uruguay 3 9
Puerto Rico , 18 A,'Cuba N 38  Lithuania ‘5 Venezuela 1
Rhode Island . 4 Czechoslovakia , 49, Malasia - / ‘1 Wales™ . L
8. Carolina 50 Dénmdrk lO“ Malia Y0 .1 West Indies 1

: R ~ VYugoslavia

SOIRCE,

-

Data received from Medlcal Mailing Service Chicago, Ill
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.Migration' Only 28 SZ of 1975 active non—Federal physicians in’ California L

< .'received their medical education 4n the State. Sixty and six—tenths ﬁer— e
_ cent of California physicians graduated from medical schools in other
states and approximately '10.92 of the physicians trained in foreign

e . . 14

médical schools. (See Table IV-S) ". v SR '%

.-56. SZ of all California graduates attended private medical schools

; -"-Vin the State. ‘ . . o

. Five hundred and three of 749 graduates -of 67 22 of California
'l975 graduates remained in the State. t . - ﬂE

54.22 of these graduates are currently interning’in’the' State.

California may not. be able to continue to depend. ori’ in—migration from

a

other states, however.b Many states have become conscious of their loss of

highly trained manpower to our state and are seeking'Ways through incentive

it

programs m 'daxory service legislation and Other strategies to retain

-~ .

:=graduates within ﬁﬁgir own medically underserved areas. The high in—migration

w

. this-past . has in fact resuited in making "physician rich' areas richer..

Y.Although it has improved the availability of physicians ‘in all areas in the

N

State somewhat , it has not alleviated the manpower shortage problems of

r . N
*nany Califpfnia underserved'areas. : o S :
- W . ‘ ' ', l: ! ’
o -',‘- ' P
) [ ’ )
4 . ] N o
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S ' o Review of Factors Which Nhy Ghange ~
- Migration Patterns of Physitians to’ Caiifornia
; N
There are ‘a qpmber of factors that may change the pattern of physieian

-

-

'location from that of the past. The level of economic activity and growth R

£}

,of pdpulation in California appear to be’ declining relative to the rest, of
o the nation. Medical school positions also appear to be expanding rapidly .

iu parts'of the country which have provided a relatively small proportion of

F '.' physician migrants to California._ Furthermore, state-supported schools are .

« reducing the number of out—of-state students accépted into their programs.
Federal programs supportingtthe purchase of medical care are likely to
_ improve the: relative capability of the poorer states to attract physicians

and federal health manpower policy will focus to some extent on reducing .

inequalities in the geographical distribgtion of. personnel Finally, factors -

. ’ ' such as the. relative level of mglpractice insurance premiums may

o .:' fon ‘the locational choice of s
n .o R . :

’

physicians.._ : "" . E.

o el h I A L. ' ' ’ '

C ’4; fThere-have been many éiudies of the factors impacting upon thoice of
X 2 " .

practLpe location by phgpicians. The following discussion will ontLine some

-

4 _'i'hf these_variaﬁles. - o . w'“' _ " L : . o
A . ) /_ . R . 2 . e . - o Y o . . 'v.v.,
¥
o Gne 8 community of origin, medical education expenses and medical education <
] .
ﬁaollities‘gll interact in determining migration patterns. Studies show'
. . o ‘ N (I " Q .
,i!ﬁ' that mo&t medidﬁl etudents ‘at temrd medical school in the state in which thei
ks «- ° C e -

'\
resdde prior to’ admisaion to school. The number of positions for medical ~
L | )
LY “ Lst’udent"’:tn t'hm s affected by ‘the availability of ‘medical facilities. o

SN

J,,on ig divided_as to how significant an attractionﬁmedical education

0 . \ -

.l f' facilities are for encouraging physicians to locate in a given vicinity (36)

There idgtvidence, though that the availabLlity of graduate training may

" be- aﬂ impog%ant factor in attracting physicians first starting out to practice.

.
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Division or Staﬁe Liluﬁ

-7 .

Middle Atlantic

New England b_f/-v”'

.o

East North Central' o

West North Central

W“f- South Atlantic

East South Central
: West South Central

Mountain &
o
Phcific

_ TOTAL U.S. :
e . d
e

: SOURCE:

factors influencing migration H&ﬂperald 1. Weber, Ph Ds.
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i~1959—1960'“

1.2

. _»1.2
4. 1.8

. 0.9

Y

K4

2.0,
0. i
e 1 af
3. Q

3.4 .

'ﬁl;J:.

.'l
.

IV-6

g ‘. .' .'.(;:/ :‘I ;.f:“ ’.Ll ‘ (R
: 1960—1970 5 9T0- 1974
SR
S 1.2 "L 0.6
K ’;.0,8 ) 0.0

i RELATIVE POPULATION GROWTH IN REGIQNS OF THE UNITED STATES@Y

E ‘-’a'“ 1950 THROUGH 1974 (AVERAGE ANNUAL PERCENT,CHANGE)

ia
o 0.6 .
e
0.6,
13
1.9
.‘2‘..2 )

0.5

1.9
1.1

TS
- 3.0
0.9

0.9

.

- 3

U S Bureau of the Census, Statistical Abstract of the United States

(Washington, D. C.£1975), p. 12,

© Taken from background. paper on

<
”
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4
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. The presence of graduate trainiwg‘facilities 1s an-area where Califor-

-\. 4

nia shows considerable strength. Recent grawth in residencies offered in -

e v,
: california has surpassed that for the nation as a whole.” However Califorpia's "
.o LA

a

ability “to keep such a favored position may be affected by future federal . g

»’ 7 \

“as well as by a changing, general trend towards 1ncreas-
; :“. v (37) . v .-'sf;'-_.

-

~»fshown pdpulation change in an area is the: most powerful determinant of the

Yo en (38)
change n the supply of physicians in an area. .
A\ Y . . . ] s
P 2,
Recent patterns of‘Bopulation growth in the country, howevet indicate
R . , - T e eat® .

the role of California as the most favored destination has all but disappeared

« »

'It is difficult'to predict the gxact impact of the‘relative decline in the ]

' R
L] ¢ s

movement of population to California on the locat§onal patterns of physicians,
' % .

& °

however, it may well be the State .will have éome difficulty as thquoung
N

physicians try to find the rkets with the greatest growth (See Table 3626 )

o
)

»
.. In addition.to the direct im§ ct of population growth, other regions appear
1 ] N -\
to have a much greater potential for increasing urbanization. .
. RS ’." - . . . - oy - T ’ . -
. v, . ) ; @(' J'
o Per capita income is auother factor impacting on the choice of a -
.) ’ . \l . N
\ practice 10cation by physicians. %x:is a major determinant of the financialt
T . . > . ‘
capacity of the population to purchase medical care services anﬂ it serves
v . 4 .
[ r - [ &

"as a barometer to measﬂre the amenitiesﬁ;hich develbp to satisfy the~tastes -

Y L y L. s : '
of higher income, welleeducated persons.’ o w : K\_
% . a had o .
£"While the per capita income of Californians in the past was greater :
. than hat for the entire u.s., the last tew years has shown a decrease In

Y p‘,~.,°‘”

s income lev per capita and if the trends cpntihu) they may provide another
L\

ol ¢

¥ force in reducing the relative attractiveCess of the state to physicians; (See "
o o o O -~ L N . .

" Table 'BV—7) R DT S 079
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.* ’ : 3 . . ' : t N - ' Ty
- - N " s . TABLE IV-7, - S :
. . . . ) ) - ! ) Y ,v)'..'
L‘ | : PER CAPITA PERSONAL INCOME, UNITED STATES, CENSUS | .
T ® - ™ DIVISION, AND CALIFORNIA; 1950, 1960, 1974 = ‘ oo
| ‘ ‘ ’ . o o : . . ‘ K »
Division or State - 7.1950 1960 . 1974
' ‘ﬁ"-' Ne.w England]& o $1,601 $2,430 $5,697
: M'iddle Atl@:ic w . 1,751 ' 2,582 " 6,033 ,
. ’ o . ’ ) - KES
— Eaﬁ North Central W E 1,666 2,391 S5773 .
West Yorth Central e 1,428 S 2,061, -* 5,206
South, Ao},muc - <Tnar © 1,843 5,073
) East South Central _ - 915 _ ~1,497 4,279
2 " West South ceatral 7 *w 1,207 1'1319 ‘ 4,622 N
___ Mountain . T 16180 2,087 ¢ 4,965 o
Pacific oo . T 1,198 0 2,612 " 5 ,903 ,
) Califotnia . - : - 1,852 . 2,709 5,997
~ TOTAL U.S. S 1,496 . T r2,2220 0 v 5,434
’ ' . ﬁ\ e . . ’ ’ ‘ o » . ' . woo. -
- ' f‘ . v, « | . . . .
Y o, . . "f_ . ‘_} .
SOURCE: . U.S. Department of Commerce, Survey of Current Business, (April 1969);
: ~U.S. Bureau of the Census, Statistical "ABstract of the United Statés,
. (Washington, D. C. 1975), p. 388. Takew from background paper on
s -hactors . influencing migrdtion by Gerald I. Weber Ph D. _
s ’ ( B - - .
e c , N . T :
0.,; . o B . o _ . | . VL - ,
. -~ . ' T e 8 .
‘ ~‘ .‘, . . . . _v. . N ) L “ ¢ ) “
v i 2
’ ! ' . § )
’ . ?." ‘ * »
Y - ’, .
- ) \ . ) ° . o .,. N
° ¢ . ) t - » ' ) .
' R W& [’ .
J \ N R > (
'.w!-‘ .
. . : ‘ i/
27 - 18p
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. TABLE Iy-8
. g A - .=  PHYSICIAN.INCOQgEAND VISITS PER PH?SICIAN' , L
_ ' ' o - BY CENSUS DIVISION, 1973
. * Visits Per Week
. Per Physician
Division ' ’ N T )
~ New England L 11444
; Middle Atlantic 11344 .
. East North Central ‘ a 15279 )/ L
West North Central S 16046 BT
v “ O o LI : ‘_ L
South Atlantic = ° 50,408 — . '148.8 .
o ~East South Central . 57,46@ R ‘. ' 182.9, -, fj‘ )
West South Central 50,301. ', . "151.1
Mountain . 44,510 - - 137.8
- . ; . X v :
Pacific . 50,882 S 9.2 /
' TOTAL ‘U.S. - - 49,415 oL 1377 R
, SOURCE: Judith Warher and. Phiifkhqrne, Profile of Medical Practice '74
Li American Medical Asspciation, (Chicago, 1974), pp. 171 and 193'

- °‘Taken from backgroun
Gerald I. Weber, Ph.

aper on. factors influenci g migration by

. ’ . ;
4
P . . .
,

, [y
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_ | . - A
charge high fees. There ig evidence though, that additionai physicians w?uld

.C ifornia where there already are exceptionally high physicia‘ population

"interstate movement. There are also implications-he;e'in the arga of

) .3'.

. '"*'
.ﬁ A

'-“‘ﬂk

- Physician income, other things equal, is another variable that influences

1 4

physician~location, i.e. physioians will 1likely choose to practice whegef
their opportunity to earn monetary income is greatest... o . ﬂ;@ v,
In' California where there isycurrently.a relatively large Supplyfof~ :

. - . t . ‘\I Vi

physicians, physicians have kept up  their indome through' thefr ability to+
. . . ] )

have a particularly difficult time attracting patieats im some partg of .

e I\ o
ratios and a very low number of visits per physician. The passage of a %;
’ -9

' major national health insurance\plan would embance the iinancial attPactiveness

of other’ regions relative to Californ a. Howe r,athere is got l!kely t
iy ) W

- be much~ impact in. California. (See Tgble IV-8) C ' ) o

- v

e B ? o

9
Licensitg,requirements may have a future effecf on migration pattqrns.
t

The concept dT national licen3ure was suggested with the hope of facil ﬂﬁling )

cnd

developing stricter'screening protedures for foreign medical graduates; "'=\\\_ [

Cultural, social, and environmental conditions are difficult to~project.

a . : . .
Currently, major consideration must be given to the impact of the unfavorable

level of malpractice premiums @ the attraction of physicians to California, :

REEE o e 182
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Outlined in.the.previous pages have been some recent changes in these

L~

e factors i acting on the choice of practice loca;ion by physician., It J

L] w.

» -

appears t will be difficult for California to continue to attract fhisicians

trained in othet states to théxgxtent 1t has during the past few decades.
.!' i) . ) ' (54\

" Economic* growth in the state has slowed down considerably relative to the

bl a

growth has bean reduced It also. iT\hecoming more difficult for

located : : S :‘l ' L o SR
T . .o ! L - TRt 0\
Perhaps the most important(¥¥ctor Sha%ging in California's ga%t;pattéﬁ

i N . ‘* . . A -~,: . ' . ", p.'\'

of success will be the underiyin economic process influencing ﬁhys cian

1ocation, assoclated with the large increases in the size of future medi;
cal schooI graduating classes. There 1s already evid&nce g?ysicians-in
-some urbah areas in California are working far below thei

_measured by office visits per week.

QV ‘areas, already well endowed w1th medical manpowe ’

¥ . o ) ' . R ik

1
-

Q \. _ ' ) : . | 1.80 " | | R | #
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. Entol‘lment and De ree Dats.. As of October 1975 there were 107 U Si . é
o . ’ . . 13:
. schools approVed to. aw,a‘td the M D. degree.( 9)_ There arg an additional : o
QV .». \ N . he p
five U S. achools with prdviaional approval which have students enrolled
o . ) w
B .fand who wi,ll be surveyed gor full approval the first year they award the A
. M D degree. ’l‘wo 'other lf Ss schooLs are fully accredited to offer the  _
S -4 SO s e S
m‘x? first two years of pasj.c”scg.eqce meﬂical curriculum._ In addition there ¥ w;
i - . are. eleven othei“' propd‘sed medical schools in various stages of planning e
. IR TP ooy h . L . !
development w&:h o stu&dents énrolled R - oy s
SR . . w-'/.n‘ AN RO R, SR 4 S
oy o 'I'he.re were 54, 074 tnedi@l students enrplied in the ll4 medical schools _" s
“ in the, U Sﬂ’ in 1974 197-5(09) This represents an increase of 3 188 stu-. "5
-dents over the 1973-.73- year. “’I'he frist year class numbered 14 963 which‘__ 4 *

is ﬁ\ increase;hof 788 students (5 2%) ove‘t the previous yearf Nationally

there has been &6\94 incﬂiase in the first year medical schooh enrollment .

. '} 3 ar,s One hundred and seVen scho[ls granted the M* t}’
\ , 4_;s_‘t.ude_nts in the _academici{yea:t'j 1975_,‘ an increase of 9.5% v
"es over “the l973-—74 year. ' N - N L a o
s . | i V ' » . q
ST > Table IV-9 p ides a numerica.l history of student enrollment a.’
het, L" v .
t’ o M D. degrees awarded in .‘0 S. schools between 1930 and l975 During the
Ao ) I | S
R lasf ten years, M.D. degrees awarded in the U.S. increased 722 (or ? ;
S B - ' ) . - . .\ .
, o 7 2% increase per year) Y Y , .
‘t‘. "A- ) , c a ‘:{’ . ' “q . ) |"
3 N -
O s b
B R "
P o ‘ Y
4. i
? > a
s A_'; - . bk . ‘7 A v ) i )
K / 3 l ‘ L R




?

[ TN 4, ., )
e b IR i e
N T Y
) - % No. o] Intermediate -
Year . \ - sSchools* E\%rbn Year - . Years . . Graduates "
1930«-‘1931 %‘ _ ‘ 76 U 1,9 > 6,456 10,791 . " 4,735
; 1935-1936 %, *I.ZZJ' ;*zz LiY9 6,605 - 10,776 . - . 5,183
9 \1940-1951 AN e glﬁaj-' 5,837 10,267 5,275
e . N If.n 1 28206 6,060 11,330 5,826
X Rl L SRCE &6 86 7,177 12,874 .- 26,135
i %gw 1955ii956»,v~‘ 1820 , 639 7,680 14,108 - 6,845
vy . 1956-1957: 1 85 ™ e 9,130 - 8,014 14,320 =~ - ' 6,796
Wi 195719585 - T 29 473 8,030 14,582 6,861
v lase-1959 . - 8,128 14,626 - 6,860
4 E 1§5§~1§§5~2"“" 8,173 14,830 - . 7,081
; 5051961 8,298 14,996 - 6,994
1961-1962 . 8,483 15,427 7,168
| 1962-1963., 8,642 15,585 - 7,264
1963-1964- 8,772. . 15,893 . 7,336
ot -1985 - 8,856 - . 16,163 7,409
. 5-1966 , 8,759, . 16,502 7,574
_'f 1966-1962 - ,--»-Miﬁ 208 33,423 - 8,964 = 16,716 . 7,743
1967-1968, &, 94" i&iff 34,538  ° ,9,479° 17,086 . 7,973
M968-1969.7 = 99 ... 35,833 9,863 17,911 8,059
‘0 1969-1870, E 301 LY. 37,669 . 10,4Q1 18,901 * 8,367
£z a1970-1971;@fh£& 03 40,487 . 11,348 . 20,165 8,974
LT 197I-1972 ] " 43,650 . 12,361 - - 21,738 9,551
< 197241973 . 47y546 - 13,726 © 23,429 10,391
L -1923-1974 14 , 50,886 . 14,185 25,088 11,613
1974~197§ . lei& 54,074 ~ - 14,963 _ 26,397 12,714

Fw : ‘*Prior t@956-§7, schools in development were not aincluded

> SOU:RCE + AMA, Department of Undergraduate Medical Education ,and the AAMC
"\ “7'ﬁ L liivision of Operational Studies, "Undergraduate Medical Education,"

~lh - JAMA, 234 1338; December 28, 1975 ‘

. , .
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L . t'_‘ . ‘~_>:. o (\ ‘ . ‘ p . " __,1:2

public and\thrEe private) approved to grant the M D. degree' o vﬁ?

. . University of Califomia——San Francisco--UCSF e ? #
. R Los Angeles ’ — .
: - . Davis
- . Irvine
- '~ San Diego :
- University of Southern California. '  --USC :
" Stanford University LT ‘g

Loma Linda University . »

Additionally there is 1e -Charles R. Drew Postgraduate Medical
School which is affiliate with Martin Luther'King Jr.'Hos&ital in the
Watts—Willowbrook area of L¥s Angeles.- The Drew School offers Only _post- -

M.D. residency training along with continuing education programs for

. . 2 ' S
physicians. e ' R ’

[
-

An innovative Biomedical Sciences Program emphasizing the training

of physicians for primary care was developed in joint effort with uc~-~

L]

the program. By the %nd of" the third undergraduate year, 24 students wil

" be selec;ed for continuation into the professional M. D. program. In the

verside and U.C.L.A,. *In Fall 1974, Riverside accepted freShmen‘into <<f

fourth and fifth years (1977—78 and 1978—79) while still in residence at

Riverside, there 24 students will be co-registered in the medicaf school }‘ '

‘at Los Angeles. 1In the sixth and seventh years, pa icipants &ill '. ﬁe
%

complete the requirements for the M.D. degree at’ th medical school ac

) e . &8
.+ . Los AngeQeé D ) SR . - i

©

Y ) .
' %ﬁ In 1972, the Berkel@v campus iuitiated a new program in medical

wie

a% education, to be operated jointly withﬁthe School of Megicine at Qan' &

&irancisco for tHe purpose of determining whether a strong direction' f“'_ )
toward primary cafe could be maintained’ by sizing the use of o ;fy “f\

. existing campus ic and behavi L; ience cqurses - and community resources.

§
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o .7« TABLE 1V- 10 I \ S
. c . N - N ’ ; . ) a
' TABLE .. ’ . -H D. ‘DEGREES CONFERRED BY® CALIFORNIA MEDICAL SCHOOLS
1965-1975 AND.PROJECTED FOR 1376 AND 1977
| - ‘ N Tl ] :
R - 1 PROJECT
_ . SCHOOL - — - - - — — .
' ., .. .. |65 66167 | 6816970171 ]|72|73[74]75 76
"L S |66 |67 ) 68|69 (70|71 |Y2 |73 7475|7677
USSP - 199 | 10i| 128f 130] 126 13%] 122] 133} 136] 137| 149] 149|
. UCLA - 70 | 68] -76] " 71| 78] 118) 130] 136] 132 144] 158 157|
‘ ueo ' VL] ae| a9] so) 95| 100 108]
uer 88 | 87| 89| 75| 58| 64| 64] 67] 63| 64| 71| ss
UCSD / / 7| 45| so| s2| 48| 63| 69
USC - 63| 7| 67| eo| 73] 74| 84| Bs|103| 97| 115] 132
_ STANFORD | 54 | 48| 61| 61| 69| 69| 75| e8| 74| “s1| 73| so|
. LOMA LINDA 8 | 88| 83] 69| 85| 95| 97|*220| 133| “83["Te0|"Te0}:" -
s | TOTAL . Le3 | 463| s04| 475 46| 663|.828 | 743| 749 | 889 | 940
' ' ..

B N o _ . ' ol
- Compﬂed from data submitted to the CaHforma Study Off'lce by Individua] Meg i-.
cal Schools, Fall and Spring 1976, | f

. ! . £ ~ . o ¢
NOTE : UniVersity of California—-Riverside is not proﬁgz:ed for medical student _
{ .. enrollment until 1977-78. : . : :

/7,

ﬁTransition»yeaf‘to 3-year curriculum with two.gra&uatihg'classes iﬁ?bne yeaf.

V - - .
E
Includes two graduating classes per year (June and D2cember) of approximately
. 80 students each. . , L R
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' Planning has also been initiated between UCSF Madical School, the Fresno

Veterans Administration’ Hospital and other interested parties for a new medical .

education qbonent in the Northern San-Joaquin Valley, with planned enroll-~ *
ment ,of 6 th rd—year'medical students and 94 interns and residents in

1976-77. . o
4 T : | . R
The pattern of M.D. degregs conferred b& California medical schools

ffrom the 1565—66 year;through the Current academic year may be seen in
TablefIV—lou Total California M.D. degrees ‘awarded went.from‘463 in 1965-66
to, 889 (projected for ‘the present year), anvincrease-of 92% (as contrakteﬁ**%
with a 727 increase nationally) This-approximate increase of CaliQornia

M.D. graduates of 9% per year compares with. a national avetage increage'

of.about'7A pesvyear.' During most of the time period during which this ‘M.D.

productivity occurred the California population growth averaged less than P

24 per year. L S . I . Co

_‘Si

 Between ‘1950 and 1959 California produced 5% of the nation s M. D

‘graduates. From 1960- 62 this increased to 5.5%, from 1968 thrbugh 1972 it

increased to 6,24 of the nation' 's totaZ (3 ‘ The'State's percentage :

-
-1 AN

ucontribution of the nation s M.D. graduates then varied .as follows 1973--

7. 94 1974——6 4%, and 1975——5 94 (see Table IV— 9 and AMA Report on Under— ,
ﬁ.‘_»‘«) (9)’ . ) . . _, ’ . ‘-

o graduate Medical Education

’, 4.

The United Scates medical school graduates will probably increase to 3
about 14, 680 in 1980 (approximately 3‘6 9% annual increase) California

/medical~2chool graduateg are projected to increase to 962 in 1980° (an

<.

approximate 6.47 nual growth) lhus, thxough 1980 it appears that the

'California and na@tonal M. D. growth increase will be proportional (3)

Py
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Projected quply and In-Mi g stion of Physicians. A detailed descrip-

-

a tion of physicians in California 1is describe&’in Appendix D, togethcr

with a base case projection-in,which observed past patterﬁs and trends
are_assUmed to continue'into'future'pears. In this projection methodo-
vlogy, estimates are made of expected losses ‘or attrition in the existing
_ (1975) supply of physicians as are expected gains or additions from new

a

California graduates and new in-migrations. A summary of the base case

‘projection is shown in Table IV-11. S
' . o .I’_‘ . .. ' ) 40
TABLE' IV< 11" BASE.CASE PROJEC? S OF CALIFORNIA PHYSICIANS( )
L | o o, 1975 1980 - v_i985 1990,
Total Licensed (Non-Federal) 46,165 543732 64,447 _74,772‘
: Total Active T 42,646 50,502 595356 . 68,691
'Residents sand Interns v 6,829 - 8,581 9,727 10,682
_Califofé:a Graduates 72,050 2,500 ,2,832 - 3,129
s " -Other U.S. Graduates 4,161 5,252 5,950 6,499
-  Foreign Hedical‘Gradoates <L, 637 818 94 - 1,054
Othér-Physicians . 35,816 41,921 49,628 58,009
- © California Graduates - . 10,304 11,810 13,948 . 16,213 -
Qther U.S. Graduates. - = .21,693 25,366 = 29,940 34,873
Foreign Medical Graduates . ' . 4,018 4,744 5,739 6,932
Califormia Popylation = 21,206 22,659 24,363 26,098
« h . (thousands) - ‘ e ‘
-Active Physicians per 100,000 - 201 222 243 . 251
: . : y - '
< A. Educationa170utput . -

' In this base case projecbdon, it was assumed that the fﬁture rate of

’ &

. growth in California physician education programs would be equal to the rate

of growth for the United States, as estipéted iﬁ’reference 4. The'annual

N
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' rate of growth is as follows .0240 for the 1976 80 period, .0133 for the

1981-85 period and .0133 for the 1986 90 period ' These rates of growth
’ were chosen to provide a basis of comparison with the results for the N
. R Y )
' United States- as shown in. Tgble IV-12 . , - . ™
o . . . TABLE IV-12- |
o COMPARISON OF. UNITED STATES AND . CALIFORNIA PAST AND BASE CASE(I‘Q)
S - PROJECTED FUTURE SUPPLY OF ACTIVE PHYSICIANS
A e . L .
. United States*’ " california
: - R Ratio, ., ‘Ratio,
. o : _ Active Physicians Active = ‘Physicians
i . Year . Physicians per;100,000**  Physicians per 100,000
B, : - , : : ~ : T
S 1960 251,900 - 140 . - -
965 288,700 145 e -
% S _ i . . . _ ‘
1970 7 323,200 S oe® 159 ' o= - ...
1975 377,500 i 176, 42,646 . 201 .
~‘ 1980 446,800. .. 197, 50,502 C222
N co. -.ll o B R . . . ' . . . . . o -« l‘ .
o © 1985 | . 519,100, e 217 - 59,356 T 243
- . 1990 593,800 - - 237 7 68,691 263
“ ) ' B B |
e/ - . — : — ¥ .

: * ' - . L : A R
'« .. - Source: The Supply of Health Manpowek; 1970 Profiles . d Prejections to 1980,
S Department of: Health, Edgcato‘n, and Welfare. ?' T o

Includes osteopaths., . | . e e o B )
, . Dot - 7 - B .
9 B ) . # .
-1 . ] .
’ ) - oo L } N s
A ' SR CA ol U SR
T . . . : v ’8 - . N . . : "
S . ;e i .
.y \

'5 [ 4

.'¥Y5 ' These results show that the bafic methodolo and base - case projection~
Al . _
¥

l;[ described in Appendi '_‘are consiStent with the methodology and assumptions”‘

b

A
used in the national grojection “wThe trend in the number of physicians igﬁ--

. 2 e ‘
a 100 000 matches that projected for the U S. very closely N
Yo . s . e
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The ‘actual rates of growth in future, educational output of trained .
physicians in the gtate of California is, 1in fact likely to'depart from

: ¢ ﬁ e '
the national’average and will be determined.in part by state policy. o

However, "as stated above, the methodology employed for projecting future
! supply can be used to examine the impacts of alternative assumptions. o -{A

complete description of the sensitivity analyses performed on the impacts

. - . - )

of various assumptions is contained in Appendim D. A summary of the impacts %ﬂvu

. ‘ ) ‘

4/"

of changes in _edugational output considered in this appendix is Shown in oL .
Table Iv- 13.. ‘o L. . R O
. . , TABLE IV-13 Co . Ca
. SENSITIVITY OF FUTURE PpYSICIAN SUPPLY 10 FUTURE CALIFORNIA' EDyCATIONAL QUTPUI(4°) -
. — . . \ a
o , ~Change‘ r .~ 1985 | jActive» ;
- L © . .3n Growth =~ california Physicians
I ' .. _Rate © _Graduates - .per:.100,000
.' ‘ o ~in Number Change'  Nimber :,‘ Change
" Base Case ~ ° : l8,212": o . _<> 243 .g h B e e
. Altermative 1 = +2.5% . 18,827 . +4% 246 7 417 SRS
’ . . : s . L e - o 9
Alternative 2, +5.0%° 19,536 -  +8% - 248 B i A

-
-

7 Alternative 3°  +10.0% . .. 21,288 = +18% 255,070 45y

P

~r

°

. > : _
These results show, as would be expected chat the future lifornia -

o supply of physicians is.. (pite sensitive to the rate of growth in educational
, . PR , -
output,‘f Eggh.percentage.of’increase im.the-growth rate relative ‘to the
.. v \ sy . LI
base caSe'rate produces about a 5% increase in the. number of physicians‘ SR
- per 100 ooo S KN C N
. St . - . ~ :
';. Table IV— 13. also illustraqgs the significant implications for educ5—~_f

KA

tional output requirements of changes in the target ratio of physicians i

per lOO 000. The . SA increase in the ratio implies almost a 1. 841ncrease/) . LI

A . )'_' e : oL ”. R . . .
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in the le\?el of gradtgat,a output, Thus, each percentage change in the._ R
s SR TRI i, ' :

1985 ratio corres'ponds to about a 3.62 change in output. N <o
L 9,.- . : . _ . _ .

T ‘Migration B

E’rom past ‘t.rends it vas assumed in the baee case projection that the

[ v ,‘ X i‘ ’ .
ip-migration rate of physicians trained out'sihe the State would be equal : )- '

v "r::o "9.3%. of thg'ﬂgotall number trained in the Un:ted Sthtes each year and - _ 2 :
RER that the retention rate ‘for California graduates was- 7 As with the : : "'
'\'._' - assumpt,ion on the rate of growtb of graduate output, the methodology ' )‘ ;
' -canf alao be used. 'to exam’ine the impact\s of changes in migration patt‘erns. | !
. e e " P - , S e

- Consider, rfirst, the in-migration rate. Table IV-14 shows the‘ PP

impacts of changes in the rate 05‘ 1-nf15w T
e R L T mamE el Lo N

. SENSITIVITY OF FUTURE CALIFORNIA PHYSICIAN SUPPLY:‘TO QUTURE IN-MIG
L . RVl < & . . CEEENREIRNE
KN an .. 1985 Active .. v L
. s !.,y . ".;' ; Phy iar;s o \; .‘; ‘\ % .
o o e 100 000" . ey
. ‘ ' _ \ ‘Number .Changg . s
Lt 1 ( -’ .- . _ .Q...243 K \.'. S - .

T amemadibel . oles a0 4 am ‘;K RS
R Alternative 2 ... -~.070 o 2259 . S 230 . - R TAN S "

!
.. . Alteimative 3° . % .046 . -s0z .. g1y .7 Sy T
v . MY . S o, ) . . ‘ _ .
.,‘.' . _'\' ’. -_, tes . B . o . N ";"‘Q.? . - ;; ~
These results indicate -\that future supply is relatiVeli insens-itive to . S
oot * 'o .. .
: ¥ . 3
changes in the assumed rate of in-migration for the ranges considered .
. % ¥ v 5 ' J ; N A . )
' : . s UE * . o, ‘
-~ v . 4 N ‘v~ . E { ¢ '~, N
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‘ ( TaBLE 1V- 15 '
SENSITIVITY OF; URE\CALI RNIA PHYSICIAN SUPPLY TO THE RETENTION .
: . " OF CAL FORNIA GRADUATES '
el Y * : A
California " 1985 Active Ve
Graduate Physicians
Retention per IO0,000
Rate . Change ' Number Change
Base Case' .701 243
+ Altemative 1 : 666 . -5.0% 262 . -.5%
. Alternative 2 o .631 - -10.0% 2@1 \ "qkéz .
Pable IV- 15 shows the impact of\cﬁéngés in the retention rate o Ca}ifofﬁié

» : _— : - \
graduates on future supply. As. can be seen from this table, the physicians

e \

per 100,000 ratio is also insensitive to the assumdd rate of retention Kor g




>0 . -TABLE 1V-16
TABLE IV-16. - ETHNIC ORIGINS AND SEX OF ENTERING MEDICAL ' CLASSES.
| - 1975 76 L S
’ ' (6 . | u?;ix’ ~N - ) .
. *‘f' o N
| <_ ETHNIC ORIGIN .« | ToTAE | - sEX
| osewoor TG T , T . N N
- .| AmeTican | Black | Caucasian Chicano// Other M F
UCB Medical] : ' v | I '
R .2 1. 8 1| o |12 |7 5
. I . .
uth v g | Vs 77 d: 6 | 3 T |ao2 |73 29 ]
uct . o 6 | s1 | 12 1 | 70 |57 13
vcLa - | _* 5 | 128 10 N 2 |-145  |107 38
ucsD . - a2 | M s 4 4 | 96 4| 84 12
UCSF 15 12 97 -1 18 | 6. | 148 |[B9 59
-\loma Linda 13 124 .| , 16 2 : 7 162|123 39
Stanford '3 |1 7 62 | 8 |3 | 86 |30 .9
usc 112 13 . .93 - | 18 3 | 139 200 19
C.R.. Drew 112 22 ' 10 5 17 156 137 - ._ 19
“TOTALS 176 | 203 | 616 - 85 36 . | 1,116 (857 259
" *includés Native Americans ) R - )

! -~

Compiled from data submitted to the California Health" Manpower Study Office by

individual medical schools, Spring 1976. C _ -
a ¢ 2, [
! ‘w
t.
- N \ '

v 2192
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EducationalJQpportunities é; : B - .¥

' In the. l973—74\academic ‘year there were 1,001" first—year mkdical '

"\ '/". '

students from California. Twofthirds of’those students attended.schools

n/California, while the remainder attended out—of—state schools. -Fortyﬁ"(

‘.
six percent of all first year students from California were attending

-

7ne of the five University of California Medical Schoolg

/ Cali‘gghlans made up 8% of all entering medical studéhts for l974—75

\The State ranked 26th in %he country in entering students per 100, 000 3

W

Vg

population with 5.0 compared to a nationaﬁ average of 6 4. Similarly, the

number of entering~students from California per l 000 bacheloris degtees

~, f ‘.

awarded 13,7, was 27th in the nation (national average was 15, 6) '} By

. . -

way of comparison New' York, with about the same number of)bachelor s [Y
-

degrees awarded ‘as “California had 55% more - ntering medical students.

-~
b Of the 3, 783 applicants from California for the ﬁ9§3—74 entering medi-

3 .

cal school class, 1, 093 or 28 :97% were accepted This percenéaihufor-

-

' ({/ California compares with;a natignal acceptance rate of 5. 4%.

- there has been a rapid expapsion- of females, from ll <17 1in 1970 7l to

' In regard to the sex of enEering medical school- students’ in California

.~ ~

22 3% in l974 75 The proportion ranges from 167 at UCLA to 262 at .9

/- )

/of medical students. (See Table Iv- L6 ) ' -'! v

The minority representat&on in the entering med school'classes h

.,{ .

more "than doubled in the 1ast~six4years. In the enteriﬂg class oﬁ5l975 7

(%

~

-y

-

37Z of the students we re from minority backgrounds k\Asian_ﬁmericans appea

to be’well~sepr€sented making mp 77 of the entering class <of Qtudents;

oy
~
-
<
/-

. UCSF. ‘The l975 76 figures sHow females comprising 3QAN§Y the entering class -

- o
.
«
. . .

-



© Asian Americans, it should he‘noted however t:onstitut-‘b-..’L
o : . e : © .
.ﬂtate population.’ Blacké making up 72 of the State's pop s

Cei

4

. '.;‘ €
l9Z(of the entering class of- students, hile Mexican-Ameriéj?
i

llZ of the population of the State only represent 8% qf th

. ay

.uof'the .
3

1 constitute

s .representing -
represe .

'mtudents.inf

the 1975 76 entering class.. C.R. Drew which is a-p9étgradugx'»medical school

predominantly minority students. Lastl ,/in

~

7._residents in the U.S. were being tra ned in Cal foria.

V330
] " 3 .

74 lOZ of all Black intern—

One measure of whether a state's medical school Spplicant rejectees

.

v

are receiving fair opportunity is comparison of their qualifications w1th

‘ rejectees from other states:; In l975—76' residents from only one state,

. ) ) . 3 R
'~ Washington, who were not acsepted into medical school had higher avexage

oo o

MCAT science scores than £¢g_California rejectees. In fact, the mean science

o L

score (577) for the California rejectees was greater than the mean scilence

score for 1,250 reside

™~

Carel%pa, Mississippi,
b

LN

fr

>

I

acCeptees from-South Carolind, North Dakota, North"

)
. N . .
ouisiana and Alabama. The mean underggaduaférgrade )

point‘averaée'of Californians not accepted was 3.18 compared to.3 lOa

- 'nationally. ' More significantly, the mean MCAT. science score was 637 for’

Californians accepted to medical school as compared;to the national average

i

gf 6lP‘for accepted applicants.

’

15)

Rovnanek s

.

'f "
.

recently conducted _a.follow-up study of médical school -
. . -7 . . N R

jectees from the University of Caifornia—;Berkeley_campus._ She foundl

that 50% of.the n-acceptees reapplied

iyearyand that°l3% were acCepted Additio al studies “of California non- )

final career choice.

& ’ .
acceptees are needed to. make defﬂnitive gl~eralizatipns regardéng their» ' \\
. . ) A - / . o
¢ B o , N T
r N A ] N
- ’ .
~ g . . A‘
' s P ["v’: ’ . /\
- 9y T e
;s 195 C ) Vo Uty . L "

fior medical school the fol}owing :

A\
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41; :These an lyses%show that' Califotnia has,a large-proportion of quali—

fied students relative to the space avaiéable inthe entering ‘classes of °
its medical schools. A great number of these students are able td attend

- f 3

school .out of state, yet, many qualified applicants are disappointed‘and it
. . - : 4 '
. \. . » . . 7 h
may well be that many qualified and intgrested students are disgouraged from
. M w A vt X ' * <

ever: applying. (§ee Table IV-17.) There is also a vontinuing need for re-

. . - - . v N . )
cruitment of qualified person from low income families, particularly - .- v
T l ) ' £ R .oy T -

. Mexican-Americans for medical school admission.l a

3
pr

There is, also a question regarding whether California, an inmigration

‘M;D. state, ought not to produce a'larger share of tge‘nation s physicians.

Simplyfincreasing total medical sghoql student slots,.however, probably" : '

would not guarantee a proportiq\ate increase in the numhér of practicing
.\\\Jphysicians in the State, according to anaiyses of Brhmberg and Wing (4)
B Therefore, ‘Califo;gia must qritically appraise the issue of "opportunity"

for California's potential medical school students versus the need(for d ;‘

. .. M
‘ " \’A‘ . -

. }nereased primary. care physicﬁans, particularly in underserved areas. In

other words, how egn California best utilize its limited medical educdtional )
2 e
. ‘ res\urces to increase opgortunity for undergraduate medical education

,students or by changing the graduate residency sﬂecialty mix."This is a
" « AN

ﬁkprominent issue for health manpower policy makers&in California.~
7
) : - . -
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T : "7 3. UNMET DEMAND

- . . ) . . : w n
Senate Bill No. 1224, or the Song Brown Family Physician Traini g Act

- of October 1973 created a Health Manpower Policy Commission and designated

4

it the task of determining‘specific areas of the State where unmet . priority 3

needs for primary care family physicians exist. )

g »

* . : -

The geographic areas designated as primary c&re physician shortage

' areas by the Commission are divided into two éategorieS' Critical Shortage

. served Areas represent areas that exhibit similar. deficiencies though not -~

P ) . . ’ . ’ ' ‘ ! . " . . : e

\ '

Areas and Underserved Primary Care Areas.. The critical Shortage Areas

v

<exhibit extreme deviation from primary physician access. that is available to

the mJEority of the California population. _The second category of Under- . it

- ‘

- . \ E

as extrem . This second'category should ‘not be viewed as less deficient ROV

the most part the areas represént:d contain much larger popula—

tions and the lack of primany care physiciaﬂs poses. a potentially serious

becauae

~

.~
-1

_problem to the residents of these eas. - : . A o,

.. P “ %L ) P .
‘“The .criteria: employed herein is composed of l) geographic location.
or remoteness from physicians and/or appropriate medical facilities, 2)° age
B ~ ‘Q ) » .
distribution of the populatjon (d.g" percent sixty—five years of age and

oider and precent five years ‘of age and wounger), 3) race or ethnic : R

identity, 4) physician to population ‘ratio for primary care physicians and

| .
fer total physicians providing patient care: Sk,the designation df~prfmary R

-~ - b

%are physician scarcity-areas used by ‘the Secgetary of Health Education
and Welfare Section 1302 of the Public Health Service Act and portions

“of the National Health Service Corps listing of medically underserved areas.'
. KA ! Co '

The following areas are considered‘to be CriticQIWShortage Areas: 'the "

- , . ‘ - _ s

.{ ' B 1@00 _j— . ..‘,..'..C" > -
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.,

i . S : B
entire counties of\ZTp)nq‘_Del Norte;.Glenn Imperial, Kern, Kings, Madera,

N ,

Merced, Modoc, . Mono, San Benito, Soland Sutter, ;ehama, and Tulare.. Por—

}
tions of Alameda County--fourteen ensus tracts in the city of Oakland;

. .

Humboldt County+-the north coaatal census county?division (city of Trinidad
. 1"

* and surroundings), Los Angeles County~-seventy—i?ye census @racts in

”
.
.
a

~seven heaith service aEeas, San Diego County-~the census county divisions
. : v .
of Jumal , Palomar—Laguna Pauma Valley-NaLley Cenfer and sixteen census

‘tracts primarilxkin the city of San Diego;-San Francisco County--seven
- . . o , .
_ . . » , . . Lo
census tracts.in the downtown area and; Somfpa‘ County--the census tounty, =
. o . N . { ) >, . . v
.divisions of Cloverdale—Geyserville‘and Russian River-Coastal. . f

- v
- .
-

,AdditioQally, the following counties exhibit low primary care physi-

’ o |

cian to population ratios and low overall physician;to population~ratios

3

.' - N, . 2 Al

that while not as severe noxr ‘as remote<s: the critica ly short areas,lare

Ungérserved Primary

®

‘well below ‘the statewide norm and are d dgnate

"

_PHysician Care Areas. These counties are. deficient n primary care accessi—

4

bility: Amador, El Dorado, Fresno, Inyo, Lake, Lassen,.

e
San’ Bernardino, ‘San Joaquin, Sierra, Siskiyou, Trinin, Tuolumhe, Ventura

H had -

and Yuba. . ST ;- . oo

J - . ‘ - . -~
BN B . o
.

Based on estimated l973 population data, the population of the criti-

TN - . -
‘cally short coun;ies excluding the populations of tffe census tract areas

. / - “
-was 1, 182 956. “For the potentially short areas the population was

nterey, Riverside,

2;856:525. Thus, whenwthe population of the various-oensus tracts (approxi- . -

~mately SDO OOO) is includedqﬁgt appears,;hat roughly 22% of the population

»

of California is in need of additionél primary care phys‘%ians. \
(See Table IV 18 and'Maps 1- 26 which follow) o o ) {
Y . : -
Voot : _ :
2 ’ Yo . . . L
. * -
r . . - ol ) © -
~ 4 . "
» 4
~ - ',“‘ ) g o .
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.. - - i TABLE IV-18

¢ - . - -~

“ THE KREAS OF UNMET NEED FOR FAMILY PHYSICIANS

. - AS DECLARED BY THE HEALTH MANPOWER POLICY COMMISSIGN.
-, * ‘] . . v . : . y . | ’_ R ) :» . .>-
" PART A — “Critical shg@c-—arcas" ' . T oo
" Withih the County of Alameda, City of Oakbnd: - ! AN

. Thecensus tracts  4013,, -4018, ''401% 4021, 4026, 4028, 4029, °
4030, 4034, 4037, . 4053, + 4077, . 4088, and 4274. o

AN

“The (ounty of Alpmc ’ o ) IR
“The County of Del Norte - . A TR

- The County-of Glenn : 5 \ . .
o ) .ot . :
“ ~ "Within the County0Fumboldt: \;, R

- The North Coastal census county diﬁsion.‘ SN ) e
"+ & The Trinity-Klamath census' county division. ' PO
< _ | o ! .
The County of Imperial = =~ — ’ . Lt
- The County of Kern ' oot ' . o o N
The County of Kings N I

. . . .
~ . - Y

Within the Coﬁnty of Los Angeles:

R - - .
C e

"< The census tracts  1902.00, 1916.01, 1923.00, 1945.00, 2031.00,
2034.00, 2045.01, 2061.00, 2052.00, 2063.00, 2073.00, 2077.60,
2078.00, 2079.00, 2087.00, 2088.00, 2089.00, 2092.00, 2093.00,"

, 2094.00, 2095.00, 2098.00, 2113.00, 2118.00,- 2122.00, 2144.00,

. 214500 2146.00, 2151.00, 2164.00, 2202.00, 2214.02, 2219.00,

© 2264.00, 2281.00, 2282.00, 2283.00, 2288.00, 2289.00, 2291.00, o

2293.00, 2391.00, 2396.00, 2408.00, 2409.00, 2421.00, 2422.00, | :

:2423.00, 2426.00, 2427.00, 2428.00, 2481.00, 2734.00,-4019.02, ..

. .4088.00, 4636.00, -5328.00, 5352.00, 5354.00, 5404.00, 5406.00; .

+ 15716.00, 5725.00, 5728.00, 5759:00, 5760.00, 5761.00, 3762.00, =

. . - 5763.00, 5765.00; 5766.00, 5761.00, 7014.00, 7019.00.
‘ . ';& - ™ ST
} k ) . ' _2(:)2 > * . ‘r




R SN e TABLE IV-18 (coutinued) s
: ) .- . . ‘ " : ’ 1 ' ’c . o . A . .
?’\ o A . . A |
S N, e
Within the County of Mendocino: o v
¢ ’ P N i' r
o ‘= . 'The Point Arena census county division. } B N
. The County of- Madefn "_‘\C' .
. fhe Cnunty of Merced f .
AN R SN e
. . 'rhe Coun_ty*of Modoc S . .
. The Cougty of Mono . A ) ' L
“* The County of San Benito o <o R
. ’ . . - o \ Y -
‘ . - o . . <
Within the County of San Dicgo:. . : :
. . t S . : ".“ ) .y A ‘ — . . - . ) /
The census tracis 0003, 007, 0843, 0048,* 0052, 0053, 0056, 0057,
0059, 0060, 0066, . 0082, ~ 0170,  0185.02, 0186.03, 0200.01. o
<‘ . . - , N . ' | =0 v R ' ’ ‘ ] ', . . )
- (,. " The Jamul census county division - A (U
- . The Palomar-Laguna census county d:wsnon ) T . ‘
The Pauma Valley — Valley Center cegsus county division R
Within the County ofsSanFrancisco:_ f' . - '
. Thecensuswacts 0114, 0115, 0123, 0134, 0125, 0155, ' and 0176
The County of Solano ‘ LI ’
- [\ ~A ' ) . + . . .- N . ) . ) .
W.‘ithin the County of Sonoma:' . . , o .
. ‘ Lo .f, . . i o ) - . o - ' . -
The Clovcrdalc-chscrvnllc gensus county division . . - b
The Russian ancr-Coastal census county division o S _ TN
PR o . M 0
"Thc County of ‘Sdtter . - o .'/ R R
The Count.y of Tehama’ oo : - S .
.- .The County of Fulale - ' e .
’ . ’ ‘.,, 7. ) " _ \ } ° ‘,‘}-.-
~ PART B —~ “Underserved arcas”- _ : = . .
" “The County of Amador - - o ' & \ T >/ S
The County of El Dorado ) s - o - ‘
Thg County of Fresno - - , e . T
- ! 293 ‘ . ’ e R
- . ._‘ »
. ~ <

.\‘1 . ‘.. . . “'- ) _'.' : .. -
ERIC - .- AR I S .
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v

. . Within the County of Humboldt:

1Y
-

A3

- ¢ The*County of ln)}o
.+~ The County_of Lake* .
- " The Cou‘nty of Monterey o

The County of Riverside -~

‘The County of San Bernardino -
. “The County of San Joaquin -

The Coupty of Sierra

The County of Siskiyou

s The Coumty of Trinity

The County of Tuolumne

The County of Ventura :

The County of Yuba )

.
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